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For 
long-term 
therapy in 


arthritis... 


specify and 


avoid salicylate intolerance 


Gastric distress due to aspirin used alone is being 
reported with increasing frequency.!-7 

BUFFERIN is superior to plain aspirin in that 
it does not cause gastric intolerance; it is “*. . . the 
drug of choice where prolonged, high salicylate 
levels are indicated.”’® 

“*... is 4 to 5 times better tolerated than ordi- 
nary aspirin.” 

Swift-acting BUFFERIN is detectable in the 
plasma 60 seconds after oral ingestion,? its ab- 
sorption being expedited by the presence of ant- 
acid.10 


For a complimentary supply of BUFFERIN write: 
Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 
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(Aug.) 1956. 5. Brick, I. B.: J. Am. Med. Assn. 
163:1217-1219 (April 6) 1957. 6. Trimble, G. X.: 
Correspondence, J. Am. Med. Assn. 164:323-324 
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J. L.: J. Am. Pharm. Assn. (Scient. Ed.) 39:21 (Jan.) 
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IMPROVING ON NATURE 


One of nature’s most abundant gifts, oil 
is of more value to man because he has 
processed it to meet his specific require- 
ments. In the treatment of hypothyroidism, 
Proloid, the only improved but complete 
thyroglobulin, offers similar evidence of 
man’s ingenuity in improving on nature. 


An exclusive double assay assures unvary- 
ing potency and a uniform clinical response 
from prescription to prescription. To re- 
store patients to a euthyroid state—safely 
and smoothly—specify Proloid. Three grains 
of Proloid daily is the average dosage for 
patients with mild forms of hypothyroidism. 
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INFORMATION FOR CONTRIBUTORS 


Tue JOURNAL OF THE AMERICAN OsTEOPATHIC ASSOCIATION is the of- 
ficial scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JOURNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for fig- 
ures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each ref- 
erence must include the name of the author and the full title of the 
article or book. For periodicals, the name, volume number, complete 
date, and inclusive paging of the article are required. For books, the 
edition, the name and location of the publisher, and the year of publi- 
cation are required. Exact page numbers must be given for all direct 
quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4. The article should end with a comprehensive summary. 
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2. Figure charts, tables which are to be engraved, and lettering on 
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Lettering must be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, but 
direct-contact glossy prints from originals are preferable. 

4. All illustrations must be numbered and the top indicated. 

5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether or 
not permission has been obtained, and credit to be given. 


Copies of the Journal 
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Reprints 
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clears ringworm orally regardless of duration 
or previous resistance to treatment 


spares the patient — embarrassment of epilation and 
skullcaps, difficulty and ineffectiveness of topical 
medications, potential hazard of x-ray treatments 


$-425 
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Saunders Books 


New! —Moyer and Fuchs— 
Hahnemann Symposium on EDEMA 


The osteopathic physician will find this timely book a practical guide to what he 
can and should do for his patients with edema. It presents all the useful informa- 
tion to come out of the Symposium on Salt and Water Retention held at Hahne- 
mann Medical College this past December. 93 authorities tell you what they have 
learned about the mechanisms and management of edema. Specific help is given on 
treatment of edema associated with such problems as: hypertension, pregnancy and 
premenstrual tension, renal disorders, liver disease, and congestive heart failure. 
Latest advances in the use of diuretics is detailed: xanthine diuretics, mercurial 
diuretics, triazine compounds, thiazide derivatives, anti-aldosterone agents and 
steroids. 

Edited by JOHN H. MOYER, M.D., Professor and Chairman of the Department of Medicine; and 


MORTON FUCHS, M.D., Assistant Professor of Medicine, Hahnemann Medical College and Hospital. 
About 880 pages, 614”x93%4”, with about 286 illustrations. About $15.00. New—Ready in May! 


New (7th) Edition! 
Davis — Christopher's SURGERY 


Dr. Loyal Davis and 82 eminent contributors bring you in this work the useful 
essence of current American surgical practice. They consider every common sur- 
gical disease—its etiology, pathology, clinical course, diagnosis, treatment, pre- and 
postoperative care, complications and prognosis. A new chapter has been added on 
Surgical Judgment. The following sections have been completely rewritten: infec- 
tions; abdominal wall and peritoneum; surgery of peptic ulcer; tumors of lung 
and bronchi; urinary system; male reproductive system; the foot; amputations and 
artificial limbs. 

Edited by LOYAL DAVIS, M.D., Professor and Chairman of the Department of Surgery, Northwestern 


University Medical School. With the collaboration of 82 American Authorities, 1551 pages, 7”x10”, with 
1597 illustrations on 810 figures. $17.00. New (7th) Edition! 


A Striking New Text!— ANATOMY 
by Gardner, Gray and O'Rahilly 


Here is a significant new presentation of human anatomy—keyed precisely to the 
needs of today’s students. You'll find this text to be entirely fresh in its thought, 
concept and execution. The approach is regional—matching the pattern in which 
students actually dissect. Recent advances in our understanding of anatomy and in 
the use of anatomical knowledge in medicine and surgery are all here. 632 unusual 
illustrations, all prepared specifically for this book, do a superb job of highlighting 
important. points. 

By ERNEST GARDNER, M.D., Professor and Chairman of Department of Anatomy, Wayne State Uni- 
versity; DONALD J. GRAY, Ph.D., Professor of Anatomy, Stanford University; and RONAN O’RAHILLY, 


M.Se., M.D., Associate Professor of Anatomy, Wayne State University. 999 pages, with 568 line drawings 
and 64 roentgenographic plates. $15.00. New! 


Up-to-date .. . Practical . . . Authoritative 


1960 
Current Therapy 


Today’s best treatments! 


This uniquely helpful volume gives you 
the surest, most effective treatment known 
today for more than 400 commonly en- 
countered diseases. 


The material in this volume is not ex- 
tracted from the literature. Every method 
recommended is being used in practice 
by the man who describes it. And each 
description was written specifically for 
this book. This is not a work on recent 
advances alone. It is a complete reference 
on treatment for every common disease. 


240 articles in the book contain signifi- 
cant changes in the preferred therapy 
method. Among them are: therapy of 
chickenpox pneumonia; management of 
resistant staph infections; use of new 
quadruple antigen vaccine; new oral 
agents in treatment of fungus of the skin; 
use of Urevert in therapy of cerebral 
hemorrhage; etc. 

By 308 American Authorities selected by a Board of 


12 Consulting Editors. Edited by HOWARD F. 
CONN, M.D. 808 pages, 814”x11”. $12.00. New! 


— — ORDER TODAY!- — — — 


JAOA 4-60 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 
Please send me the following books and charge my account: | 
Moyer & Fuchs’ Edema ....... About $15.00 1960 Current Therapy $12.00 | 
(0 Davis-Christopher’s Surgery ........... $17.00 [| Gardner, Gray & O’Rahilly’s Anatomy. ..$15.00 | 
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SIMPLIFIES, MAINTAINS CONTROL OF 
AMENORRHEA 
MENORRHAGIA 

METRORRHAGIA 


The reliable progestational activity of Enovid has been 
found highly valuable in controlling such uterine dys- 
functions'-* as amenorrhea, menorrhagia and metro- 
rrhagia. By stimulating and supporting the endome- 
trium, Enovid establishes the regular proliferative, se- 
cretory and, on withdrawal, menstrual phases of the 
uterine cycle. 

AMENORRHEA—Administration of Enovid estab- 
lishes first the progestational endometrium often 
lacking in primary or secondary amenorrhea and 
then a pseudodecidual endometrium similar to that 
of early pregnancy. Withdrawal of the drug then rarely 
fails to produce bleeding. 

In patients secreting sufficient endogenous estro- 
gen the dosage is 10 mg. of Enovid daily for twenty 
days. In others it consists of fourteen days of estro- 
gen priming followed by 10 mg. of Enovid daily for 
ten days. When such courses of Enovid are repeated 


through a second and a third cycle a series of regular Normal late secretory phase of the endo- 
cyclic periods frequently follows without treatment. metrium. By establishing such a progesta- 

tional phase, Enovid becomes highly useful 
FUNCTIONAL MENORRHAGIA OR METRORRHAGIA— in the management of uterine dysfunctions. 


Two 10-mg. tablets of Enovid will usually sharply de- 
crease or arrest profuse anovulatory bleeding? within 
twenty-four to forty-eight hours. The daily dosage of 
20 mg. of Enovid can frequently be reduced to 10 mg. 
after seven to ten days. Courses of treatment should 
be repeated from day 5 to day 25 of three consecutive 
cycles and then withdrawn to determine whether the 
menstrual cycle has returned to normal. 

Enovid (brand of norethynodrel with ethynylestra- 
diol 3-methyl ether) is supplied in uncoated, scored 
coral-colored tablets of 10 mg. each. 


SEARLE. co. 


Research in the Service of Medicine 
CHICAGO 80, ILLINOIS 


1. Kistner, R. W.: Conservative Treatment of Endometriosis, Postgrad. 
Med. 24:505 (Nov.) 1958. 

2. Southam, A. L.: Symposium on Enovid: Clinical Application of Eno- 
vid and Other Progestational Agents in Control of Menstrual Disorders, 
Chicago, Searle Research Laboratories, 1959, pp. 11-14. 

3. Roland, M.: Effects of Norethynodrel on the Human Endometrium, 
Ann. New York Acad. Sc. 71:638 (July 30) 1958. 

4. Kupperman, H. S., and Epstein, J. A.: A Symposium on 19-Nor Pro- 
gestational Steroids: Gonadotropic-Inhibiting and Uterotropic Effects 
of Enovid, Chicago, Searle Research Laboratories, 1957, pp. 32-45. 
5. Weinberg, C. H.: Symposium on Enovid: Enovid for Relief of Dys- 
menorrhea and Control of Dysfunctional Bleeding and Endometriosis, 
Chicago, Searle Research Laboratories, 1959, pp. 19-24. 

6. Greenblatt, R. B.: Symposium on Enovid: Progesterone and Proges- 
tins: Their Limitati and Comp ive Values, Chicago, Searle Re- 
search Laboratories, 1959, pp. 4-10. 
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for 
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Nervous 
patient 


* 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS*—400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


® 
WW} WALLACE LABORATORIES / New Brunswick, N. J. 
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The constraint of rigid management 


Many diabetics on insulin live highly restricted lives. They may not miss or delay a meal; 
they must neither over-work nor under-exercise for fear of complications. 

For 3 out of 4 of these patients, Orinase* offers better control and an easier, more normal 
life. Because Orinase controls diabetes effectively and smoothly in responsive patients, they 
can enjoy a new freedom. And some diabetics, who cannot be managed on Orinase alone, 
do best on combined Orinase-insulin therapy. neo. v. s. rar. orf. — TOLBUTAMIDE, UPLOHN 


| 
KALAMAZOO, 
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on-the-go relief from 


including migraine 


syndromes, 
other vascular 
headaches, 
histaminic 
cephalalgia, 
and occipital 
neuralgia 


Medihaler 
Ergotamine 


Oral Inhalation of 
Micronized Ergotamine Tartrate 


Fastest overall method for relieving 
recurrent throbbing headache 


Approximates speed and pre- 
dictability of relief following 
ergotamine injection. 

Eliminates delay in treat- 
ment...Medihaler travels i 
with the patient...ready and ra... 
in use in 5 seconds! 


*tIn a series of over 300 episodes of 
vascular headache in 41 patients 
*“Medihaler’-Ergotamine was effec- 
tive in about 70%.?? 


Graham, R.: Faulkner 
Jamaica Plains, Bosto’ 


Dosage: A single inhalation at on- 
set of headache. Additional in- 
halations should be spaced not 
less than 5 minutes apart. Not 
more than 6 inhalations in any 
24-hour period. 


In 2,5 cc. stainless steel vial (50 doses) with 
plastic oral adapter. Each depression of 
metering valve delivers 0.36 mg. ergotamine 
tartrate self-propelled from the oral adapter. 


Northridge, California 


| recurrent throbbing headaches 
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Tetracycline Phosphate Complex (TETREX® ) 


U.S. PAT. NO. 2,791,608 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based on 
pretreatment culture of the offending pathogen, but 
in bacterial pneumonia the problem may well be too 
pressing to permit the required delay of 24 to 48 
hours. A differential diagnosis among bacterial pneu- 
monias, based on such clinical grounds as speed of 
onset, sepsis and pain may guide the choice of anti- 
biotic for initiation of therapy. 

Should clinical judgment dictate that antibiotic 
therapy be started immediately, at the same time a 
sputum sample or a subglottic swab can be sent to the 
laboratory for culture and sensitivity studies. If the 
response to the first antimicrobial agent proves unsat- 
isfactory, a reasonable basis for changing therapy 
will then be at hand. 


Choosing the Antibiotic 

Since therapy must be started at once for bacterial 
pneumonia, it is advisable to choose a broad-spec- 
trum antibiotic that quickly produces high levels of 
active agent (e.g., tetracycline phosphate complex, 
TETREX). Such an antibiotic probably has the best 
chance of controlling the pathogen, whether it be 
gram-negative or gram-positive. And if the labora- 
tory report shows that the invading organism is much 
less sensitive to tetracycline than to other agents, the 
patient can then be changed to an appropriate anti- 
biotic. If the difference in sensitivity is slight, then 
the possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy to 
another antibiotic. 

The greatest number of bacterial pneumonias are 
caused by pneumococci, which respond very well to 
penicillin, tetracycline, and chloramphenicol. Also, 
these antibiotics are usually effective against the 
other gram-positive coccal pneumonias. But peni- 
cillin is ineffective against the viral pneumonias and 
the gram-negative Hemophilus influenzae and Kleb- 
siella pneumoniae. Although K. pneumoniae causes 
only about | to 2 per cent of pneumonia cases on the 
average,' these are apt to be acute and fulminating 
(Friedlander’s pneumonia), with a high mortality 
rate if not effectively treated. Since pneumococcal 
pneumonia may be difficult to distinguish clinically 
from Friedlander’s, except by gram-stained sputum 
smear, it may be wiser to start treatment with an 
agent also effective against Klebsiella. 

Penicillin, however, in addition to having a lim- 
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ited spectrum, also causes many minor and some 
serious sensitivity reactions. In a recent survey” it 
was found that penicillin produced severe skin 
reactions. But most important was the observation 
that anaphylactic shock, with a fatality rate of about 
9 per cent, was the most frequent serious reaction. 
Such severe reactions are almost always associated 
with parenteral administration. 

Tetracycline is also clinically effective in primary 
atypical pneumonia.® 

The tetracyclines (e.g., TETREX) have the advan- 
tages of a broad range of antimicrobial activity and 
low toxicity. And in addition, the physician does not 
have to trouble himself or his patients with repeated 
blood studies when he prescribes TETREX. Minor 
reactions such as gastric upsets or mild skin rashes 
occur occasionally. The most serious side effects 
are staphylococcal and monilial overgrowth, but 
these are rare and can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the care 
of patients remain important even today. Especially 
in the desperately ill patient, antibiotics are not con- 
sidered as substitutes for the individual evaluation, 
clinical observation and judgment of the physician. 


Some Micro-organisms Susceptible* to 
Tetracycline (TETREX)» 


Streptococcus ; Staphylococcus; Pneumococcus; Gono- 
coccus; Meningococcus; C. diphtheriae; B. anthracis; 
E. coli; Proteus; A. aerogenes; Ps. aeruginosa; K. 
pneumoniae; Shigella; Brucella; P. tularensis; H. in- 
fluenzae; T. pallidum; Rickettsiae; Viruses of psitta- 
cosis and ornithosis, lymphogranuloma inguinale, 
primary atypical pneumonia; E. histolytica; D. granu- 
lomatosis. 
a Some strains are not susceptible. 
b Table adapted from Goodman, L. S., and Gilman, A.: The 
Pharmaceutical Basis of Therapeutics. 2nd edition, New York, 
The Macmillan Co., 1956, pp. 1322-1323. 


References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. Edited by 
Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, W. B. Saunders 
Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; Weinstein, H. I., and 
Boeckman, B. B.: Severe reactions to antibiotics. A nationwide survey. 
Antibiotic Med. & Clin. Ther. 4:800 (Dec.) 1957. 3. Keefer, C. S.: The 
choice of an anti-infective agent. In: Drugs of Choice, 1958-1959. Edited by 
Walter Modell, St. Louis, The C. V. Mosby Co., 1958, p. 135. 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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a new class 
of drug | 
for 

the relief 
of pain 


analexin 


phenyramidol HCI 


the first analgomylaxant V=4 a single chemical 
that is both a general non-narcotic analgesic 
and an effective muscle relaxant 


Analexin is a new synthetic chemical’? which produces (1) analgesia by raising the pain 
threshold and thus decreasing perception of pain and (2) muscle relaxation by selectively 
depressing polysynaptic transmission (interneuronal blockade), abolishing abnormal muscle 
tone without impairing normal neuromuscular function. The analgesic potency of one 
tablet is clinically equivalent to 1 grain of codeine; yet, Analexin is neither narcotic nor 
is it narcotic-related. Its muscle relaxant effect is comparable to the most potent oral 
skeletal muscle relaxants available.** 


Analexin for relief of pain and skeletal muscle tension. Each tablet contains 200 mg. of 
phenyramidol HCI. Dosage—1 tablet every 2-4 hours or as needed. 

Analexin-AF for relief of pain and skeletal muscle tension complicated by fever and/or 
inflammation. Each tablet contains 100 mg. of phenyramidol HCI and 300 mg. of aluminum 
aspirin. Dosage—2 tablets every 4 hours or as required. 
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in low back pain, 

arthritis and other 
musculoskeletal disorders... 
where pain makes tension 
and tension makes pain 


analexin 


stops both effectively 


Phenyramidol HCI (Analexin) was evaluated by Batterman, et al.° in a series of 118 
ambulatory patients with various painful musculoskeletal disorders. These patients were 
observed for periods as long as 22 weeks. The authors conclude: ‘Not only is satisfactory 
relief of painful states achieved in the majority of patients regardless of etiology and 
duration of pain, but there is also no evidence suggestive of cumulative toxicity. Further- 
more, in contrast to codeine and meperidine, the likelihood of untoward reactions occurring 
in ambulant patients is not high. This is a decided advantage since the control of pain in 


the ambulant patient with chronic pain is a major clinical problem.” 


In other studies, Bealer® used Analexin in 26 cases of musculoskeletal pain and observed 
good or very good results in 11 patients; fair results in 14 and 1 case was unsatisfactory. 
Fifteen other patients were given Analexin-AF, and good or very good results were 


obtained in 13 out of 15 of these cases.°” 


\RWIN, NEISLER & CO. Decatur, Illinois 


BIBLIOGRAPHY: 1. Gray, A. P., and Heitmeier, D. E.: J. Am. Chem. Soc. 81:4347, 1959. 2. Gray, A. P., et al: J. Am. Chem. Soc. 
81:4351, 1959. 3. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: J. Pharmacol. & Exper. Therap. 1 28:65, 1960. 
4. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: Fed. Proc. 18:1694, 1959. 5. Batterman, R. C.; Grossman, 
A. J., and Mouratoff, G. J.; Am. J. Med. Sc. 238:315, 1959. 6. Bealer, J. D.: Clinical Report 511:592, April 1, 1959. 7. Stern, E.: 
Clinical Report 511:599, May, 1959. (Clinical Reports in file of Medical Department, Irwin, Neisler & Co.) 
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3 brand of meclizine Ea hydrochloride 
for morning sickness onine 


DOSAGE: 

One or two tablets 

give 24 hour protection. 
Administer at bedtime to 
prevent “next morning” 
sickness. 


Trademark 
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basic 
by every 
standard 


"tAlso, there are fewer therapeutic failures when patients 
are treated with ...[BONINE] than with the other drugs.” 
*t.,.[BONINE] is highly effective in relieving the nausea 

/ and vomiting of pregnancy, providing also the advantage of 
prolonged action. Thus, patients need not anticipate med- 
ication in the early morning hours when nausea is at its 
worst.’’2 


effectiveness 


f ",,.[BONINE] is a drug which is safe and nontoxic to both 
sa ety / the mother and fetus and which is attended by a minimum 
of undesirable side effects.’’? 


"The incidence of side effects is very low and this agent 
/ exhibits less sedation and somnolence within therapeutic 
ranges than any of the effective antiemetic agents.” 


toleration 


effects were conspicuous by their rarity.” 


"The most striking advantage of...[BONINE] was that the 
administration of an effective dose only once daily, at bed- 
ss time, gave 24 hour protection, thus obviating the incon- 
convenience ~ venience and distress of repeating doses during the day.’’* 
"...[BONINE] is especially effective and has the advan- 
tages of a long duration of action (up to 24 hours) anda 

minimum of untoward side reactions.”! 


A single low-dosage drug providing therapeutic benefit at 


economy ~ reasonable cost...contains no unnecessary added ingre- 
dients that increase cost...requires no extended-action 

tablet structure for prolonged effect. 
. The value of BONINE as an antinauseant has been well 
experience / documented and is supported by six years of successful 


Clinical use. 


only rarely does one drug meet so 
well the needs of one condition 


REFERENCES: 1. Moyer, J. H.: M. Clin. North America, Mar., 1957, p. 405. 2. Lebherz, T. B., 
and Harris, J. H.: Obst. & Gynec. 6:606, 1955. 3. Mulherin, C. McL., and Bryans, C. k., dr.: 
J. M. A. Georgia 45:46, 1956. 4. Bass, R. F.: Mississippi Doctor 32:176, 1954. 5. Seidner, H. M.: 
Ulinois M. J. 109:20, 1956. 6. Charles, C. M.: Geriatrics 11:110, 1956. 7. Weil, L. L.: J. Florida 
Acad. Gen. Practice 4:9, No. 3, 1954. 8. Kinney, J. J.: J. M. Soc. New Jersey 53:128, 1956. 
9. Semmens, J. P.: Obst. & Gynec, 9:586, 1957. 10. Conner, P. K., Jr., and Moyer, J. H.: GP 
14:124, No. 5, 1956. 11. Daeschner, C. W., et al.: South. M. J. 49:1465, 1956. 12. Report of study 
by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755, 1956. 13. Kean, B. H.: 
GP 20:112, No. 6, 1959. 14. Seppanen, A.: Geriatrics 14:457, 1959. 15. Hardman, E. F.: North 
Carolina M. J. 20:298, 1959. 16, Master, A. M.: New York J. Med. 58:2712, 1958. 


SUPPLIED 

BONINE Tablets, scored, 25 mg. 

BONINE Chewing Tablets, mint-flavored, 25 mg. 
BONINE Elixir, cherry-flavored, equlv. 12.5 mg./5 cc. a 


Professiona! Information Available on Request 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. Science for the world’s well-being™ 
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Provides potent analgesic 
and anti-inflammatory benefits 
without sedation, 

risk of addiction, 

tolerance or constipation. 


Supplied: Tablets, bottles of 48 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of Service to Medicine 
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For more successful pregnancies 
in 
habitual aborters 


When added to your individualized anti-abortive regimen, 
NUGESTORAL may help you “ more habitual aborters 
to successful term. 


By supplying five therapeutic agents known to contribute 
to fetal salvage, NUGESTORAL creates an optimal maternal 
environment for the maintenance of pregnancy. 


* Nugestoral supplies in each daily dose of three tablets: 


Progestoral® (Ethisterone) ... 45.0 mg. 
e Progestational action helps maintain fetus 
e Relieves uterine spasticity 
Ascorbic Acid (Vitamin C) 525.0 mg. 
Purified Hesperidin 487.5 mg. 
(equiv. 600 mg. hesperidin complex) 
e Prevent or correct abnormal capillary-fragility 
e Protect and strengthen decidual vessels 
Menadione Sodium Bisulfite 3 6.0 mg. 


(U.S.P. Equivalency) 
e Prevents hypoprothrombinemia in mother and child 


dl, Alpha-Tocopherol Acetate (Vitamin E) .............:cccceee 10.5 mg. 
e Extra nutritional insurance 


DOSAGE: Prophylactic — One NUGESTORAL tablet t.i.d. from diag- 
Photos Courtesy F. C. Gindhart, M.D. nosis through at-least the second trimester. 


Symptomatic — Two tablets t.i.d. or q.i.d. until symptoms are con- 
trolled. Then one tablet t.i.d. 


Available in boxes of 30 


and 100. Write for copies 
of recent clinical reports. Organo ORGANON INC., ORANGE, N. J. 


Nugestoral 
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YOU CAN 
give him a 


helping hand! 


Two hundred-and-fifty 
$5 gifts will help another 
student to graduate... 


$500 research grant. 


IF YOU HAVE NOT ALREADY MADE YOUR ANNUAL 
CONTRIBUTION TO STUDENT LOANS AND RESEARCH, 


LEND A HELPING HAND THROUGH— 


THE NATIONAL OSTEOPATHIC FOUNDATION 
212 EAST OHIO STREET 
CHICAGO (1, ILLINOIS 
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oral 
wir an UNUSUally low incidence 
| of gastric distress 


d 


Medication* Aminophylline hylline (4% gr.) 
one dose q. 12 h. maintains © 
effective uniform blood levels _ 


An unusually low incidence of gastric irritation with 
Dura-Tab S.M. Aminophylline makes this valuable 
antiasthmatic, diuretic and cardiotonic available to 
many patients who could not tolerate ordinary oral 
aminophylline. 


rationale: Whereas the total daily dose of ordinary oral amino- 
phylline is almost wholly released in the stomach, only 
a fraction of Dura-Tab S.M. Aminophylline contacts 
the gastric membranes — the balance being slowly 
absorbed over the entire intestinal tract. 


one dose q. 12h. (1 to 2 Dura-Tab S.M. Aminophylline) to adults main- 
tains effective blood levels due to a carefully controlled 
release of the active drug. In children under 10, one- 
half Dura-Tab q. 8 to 10 h. Cost comparable to ordi- 
nary aminophylline tablets. 


Indicated in the pro- 
phylaxis of chronic 
bronchial asthma; in 
treating congestive 
heart failure, paroxys- 


mal dyspnea, Cheyne- Write for samples and detailed literature. 


Stokes respiration. 
Bottles of 30, 100, 250 Wynn PHARMACAL CORPORATION 
*U. S. Patent No. 2895881 Lancaster Avenue at 51 Street, Philadelphia 31, Pa. 
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A PIONEER IN VITAMIN RESEARCH . 


Merck Sharp Dohme 


REDIPLETE. ADC DROPS 


Each 0.6 cc. supplies 
the following 
Minimum Daily 
Requirements (MDR): 
Each 0.6 cc. contains: infants Children 
Vitamin A 1.5 mg...(5,000 U.S.P. units)....,.3.3 MDR......1.7 MDR 
(Synthetic) 
Vitamin D 25 mcg...(1,000 U.S.P. units)......2.5 MDR......2.5 MDR 
Vitamin C 50 mg. 5.0 MDR......2.5 MOR 
Supplied: 15 cc., 50 cc. 
both in amber bottles with separate, plastic calibrated 
dropper (0.3 and 0.6 cc.) 


REDIPLETE, POLYVITAMIN DROPS 


Each 0.6 cc. supplies 
the following 
Minimum Daily 
Requirements (MDR): 


Each 0.6 cc. contains: infants Children 
Vitamin A 1.5 mg...(5,000 U.S.P. units)......3.3 MDR......1.7 MOR 
(Synthetic) 


Vitamin D 25 meg...(1,000 U.S.P. units)......2.5 MDR......2.5 MDR ' 

Vitamin C 75 mg. 7 MODR......3.5 MOR D | [ 

Pyridoxine HCI (B4)........1 mg (Mini Daily } s 
Requirement 


not established) ADC DROPS 
Riboflavin (B82). 1 mg. 2 MOR.....2 MDR 
Thiamine HCI (B)).......... 4 MOR......1.5 MOR 
Cyanocobalamin (B; 2)....3 mcg. (Minimum Daily 


Requirement 
not established) 
Nicotinamide 10 mg. 2 MOR......1.3 MOR 
Supplied: 15 cc., 50 cc. 
both in amber bottles with separate, plastic calibrated 
dropper (0.3 and 0.6 cc.) 


BASIC-VITAMIN PREPARATION 


REDIPLETE, PEDIATRIC SYRUP 


Each 5 cc. supplies 


the following 

Minimum Daily 
Each 5 cc. (1 teaspoonful) Requirements (MDR): 
contains: Infants Children 


Vitamin A 0.9 mg...(3,000 U.S.P. units)......2 MODR......1 MDR 
(Synthetic) 
Vitamin D 25 mceg...(1,000 U.S P. units)......2.5 MDR......2.5 MOR 


Vitamin C. 50 mg. 5 MODR......2.5 MOR 
Pyridoxine HCI (Bg)....1.0 mg. (Mini Daily 
Requirement 
not established) 
Riboflavin (B.) 1.5 mg. 2.5 MDR......1.7 MDR i 
Thiamine HC) (B)......2.5 Mg. 6 MOR..2to3 MOR 
Cyanocobalamin (B; 2)....5 mcg. (Mini Daily 


Requirement 
not established) 
Nicoti id 10 mg. 2 MOR......1.3 MDR 
Plus preservative and nitrogen propellent. 
Supplied: 8-0z. delivery in 12-oz. aerosol seamless can. 
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le 
tamin formulations 
of greatest 
metabolic activity 


-REDIPLETE. 


POLYVITAMIN DROPS 


MULTIVITAMIN PREPARATION 
For intants and young children 


RAEDIPLETE Potyvitamin Drops are readily 


EDIPLETE 


PEDIATRIC SYRUP 


delicious 


Merck: & 


Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. 
WEST POINT, PA. 


REDIPLETE iS A TRADEMARK OF MERCK & cO., INC. 


For additional information, write Professional Services, 
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REASON FOR 


The impression that Tao is an unusually active antibiotic has 
steadily gained recognition by impressive clinical performance. 
Now come reports of in vivo and in vitro biological and bio- 
chemical evaluations that show Tao to be indeed unique.'? 


Tao differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active throughout 
their presence in the body. These 7 derivatives (in addition 
to Tao) show activity against common Gram-positive patho- 
gens, including resistant strains of Staph. aureus. 


In light of these findings, take another look at Tao perform- 
ance: « 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection 
¢ Effective against 78% of 64 “‘antibiotic-resistant’’ epidemic 
staphylococci. (In the same study, chloramphenicol was active 
against 52%; erythromycin against only 25%)3 * No side 
effects in 94%; infrequent reactions mild and easily reversed 
Quickly absorbed Highly palatable. 

Sound reasons to: Start with Tao to end 9 out of 10 common 
Gram-positive infections. 

Supplied: Tao Capsules — 250 mg., and 125 mg., bottles of 60. 
Tao for Oral Suspension— 125 mg. per tsp. (5 cc.) when re- 
constituted; unusually palatable cherry flavor; 60 cc. bottle. 
Prescription only. 

Other Tao forms available: Tao Pediatric Drops: flavorful, easy 
to administer. Tao®-AC: Tao analgesic, antihistaminic com- 


4 

oer 


pound. Taomip®: Tao with triple sulfas. Intramuscular or Intra- 
venous: in clinical emergencies. Prescription only. 


1. English, A. R., and McBride, T. J.: Proc. Soc. Exper. Biol. & Med. 
100:880 (Apr.) 1959. 2. Celmer, W. D.: Antibiotics Annual 1958-1959, 
New York, Medical Encyclopedia, inc., 1959, p. 277. 3. English, 
A. R., and Fink, F. C.: Antibiotics & Chemother. 8:420 (Aug.) 1958. 


designed 
for 
superior 
control 

of 
common 
Gram- 
positive 
infections 


(triacetyloleandomycin) 


Capsules/Oral Suspension 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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e increases bile 
DECHOTYL stimulates .. 
the flow of bile— 
a natural bowel 

regulator 


improves motility 
DECHOTYIL gently stimulates 
intestinal peristalsis 


e softens feces 
ee ==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
DECHOTYI facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient— naturally and gradually—to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 


constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. AMES 


Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. 
COMPANY, INC 
Contraindications: Biliary tract obstruction; acute hepatitis. ete more 
oronto * 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 


yellow TRABLET. Bottles of 100. 
*AMES T.M. for trapezoid-shaped tablet. 
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Suit the therapy to the condition 
remember this topical trio for personalized treatment 


@ each stops itch and inflammation quickly 
@ each instantly restores and maintains the normal 
protective acid pH 


the best therapeutic beginning’ in acute skin inflammation 


DOMEBOR()” tasters on rowoer packers pi 4.2 


The Original Modernized Burow’s Solution Tablets in containers of 

convenient wet dressings stay moist longer... maintain 12, 100, 500, 1000. 

constant pH...speed healing... reduce inflammation. Powder Packets in 
boxes of 12 and 100. 


maximum steroid benefits at lower dosage —lower cost 


ORT D ® 14% hydrocortisone in exclusive ACID 
aan K MaAnTLeE vehicle “is about as effective as 


CREME OR LOTION pH 4.6 1% in most conditions treated.” 

Hydrocortisone Free Alcohol in AcID MANTLE® U%y%, 1% or 2% hydrocortisone free alco- 
Most universally employed anti-inflammatory hol in water-miscible Actip MANTLE vehicle. 
steroid for topical use. In ¥4 ounce squeeze bottles, each with spe- 


cial soft plastic ear-applicator. 


if infection complicates inflammation 


N ™ 14% or 1% hydrocortisone free alcohol 
K - ORT-D O M EK and 5 mg. per Gm. neomycin sulfate in ex- 
CREME OR LOTION pH 4.6 clusive water-miscible AciD MANTLE ve- 


Hydrocortisone Free Alcohol plus Neomycin in hicle. In 14 ounce squeeze bottles, each with 
Acip MANTLE® special soft plastic ear-applicator. 


1. Jones, E. H.: Eye, Ear, Nose & Throat Month. 38:460, 1959. 2, Lockwood, J. H.: Bull. A. Mil. Dermatologists 4:2, 1955. 


125 West End Avenue/New York 23, N. Y. + Los Angeles / Montreal 


DOME CHEMICALS INC. wy World Leader in Dermatologicals 
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with a one week course of daily injections 


Anergex—lI ml. daily for 6-8 days—usually provides prompt relief that persists for months. 


Children with asthma or asthmatic bronchitis show 
particularly dramatic response. In all age groups, re- 
ports on over 3,000 patients with all common allergic 
diseases have shown that over 70 per cent derived 
marked benefit or complete relief following a single 
short course of Anergex injections. 


Anergex—a specially prepared botanical extract—is 
nonspecific in action; it suppresses allergic reactions 
regardless of the nature or number of offending 
allergens. 


Anergex eliminates skin testing, long drawn-out de- 
sensitization procedures, and special diets. It has been 
effective even in patients who failed to respond to 
other therapeutic measures. 

Effective in seasonal and nonseasonal rhinitis (pollens, 
dust, dander, molds, foods); allergic asthma; asth- 
matic bronchitis and eczema in children; food 
sensitivities. 
Available : Vials containing 8 ml.—one average treatment course, 

WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 


Patents Pending 
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restore gastrointestinal function. Given 
 Jactically soon after surgery or childbirth, or therapeu- 
tically when abdominal distention occurs, URECHOLINE 


Merck & Dobie, West Point, Pa. 
, DIVISION OF MERCK & CO., INC, PHILADELPHIA 1, PA. 


helps restore normal gastro 

blets, bottles of 100. 1-ce. 

Supplied: 5 mg. and 10 mg. tablets, s of 100. 1-ce. ie 


-MOSAN" THERAPY IN 
BACTERICIDAL — FUNGICIDAL 
| NASAL SPRAY | 
| (With HYDROCORTISOME ALC) 
LARYLGAN® 
THROA SPRi GARGLE « SWAB MENT 
1 
| 
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KEEPS 
THE STOMACH 
FREE OF PAIN 


THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 

hypersecretion, pain and spasm, and to allay 

anxiety and tension with minimal side effects. 
Milpath-400 — Yellow, scored tablets of 


400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN TWO 2 at bedtime. 
Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 


25 mg. tridihexethy! chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath 


®Miltown +anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. WW) 
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Flexes in all planes— adapts readily to irregular contours of the vagina... 
assures optimal fit and comfort. 


Flexes in one plane—inserts easily, needs no introducer... 
light as a feather and white as snow. 
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Forms a perfect arc—easy to insert, .. ideal for the normal and difticult-to-fit patient. 
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AN IMPORTANT STATEMENT ON 
BACTERIAL SENSITIVITY TESTING 


WITH THE NITROFURANS 


The individual nitrofurans — ALTAFUR, FURADANTIN, 
FuROXONE, FuraciN—are not interchangeable either in 
clinical application or in susceptibility testing. Although 
chemically related, these compounds differ to a highly 
significant degree in their range of antibacterial activity 
as well as in solubility, diffusion rate, and other physical 
characteristics. For this reason, Sensi-Discs* containing 
each of these nitrofurans are provided for appropriate 
disc plate testing. Results are valid only for the compound 
tested. Cross-interpretation will lead to erroneous con- 


clusions. 

Nitrofuran Antibacterial Spectrum Clinical Application For Disc Plate 
Test Use 

ALTAFUR® Wide. Particularly Systemic infections, ALTAFUR 


(brand of furaltadone) 


FuRADANTIN® 


(brand of nitrofurantoin) 


Furoxone® 
(brand of furazolidone) 


Furacin® 
(brand of nitrofurazone) 


effective against 
staphylococci, including 
antibiotic-resistant 
strains. 


Wide. Highly active 
against urinary tract 
pathogens. 


Wide. Especially 
effective against 
enteric pathogens. 


Wide. Encompasses 
most surface pathogens. 


including those of the 
respiratory tract and 
soft tissue. (Rapidly 
absorbed, low urinary 
excretion.) 


Urinary tract infections. 
(Rapidly absorbed, high 
urinary excretion.) 


Enteric infections. 
(Minimal systemic 


absorption.) 


Used topically only. 


Senst-Discs* 


FuRADANTIN 
Senst-Discs* 


FUROXONE 
Sensi-Discs* 


FURACIN 
Senst-Discs* 


*Available from the Baltimore Biological Laboratory (Division of Becton, Dickinson & Co.), Baltimore 18, Md. 


NITROFURANS—a unique class of antimicrobials 
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) Orabiotic: 
| antibiotic/analgesic 


CHEWING GUM TROCHES 


| 
he remarkable efficacy 


om of ORABIOTIC in controlling 
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a is been 
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on tonsillitis, Vincent’s 
oropharyngeal) infection 
% infectious stomatitis 
and gingivitis. The 
intermittent exercise of 
oropharyngeal muscles increases 
x salivary flow and keeps 


these areas moist and clean. 
Topical analgesic action helps 
relieve local discomfort. 

EACH TROCHE CONTAINS: 

3.5 mg Neomycin (from sulfate), 
0.25 mg. Gramicidin, and 

2.0 mg. Propesin 

propyl p-aminobenzoate). 
DOSAGE: One troche q.i.d. 
SUPPLIED: In packages of 10 and 20. 
References: 1. E.E.N.T. Mo. 
36:294, May, 1957. 

2. E.E.N.T. Mo. 36:406, July, 1957. 


3. Clin. Med. 4:699, June, 1957. 


Always—A Useful Adjunct 
to Systemic Treatment 


WHITE LABORATORIES, INC. 
KENILWORTH, NEW JERSEY 
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oropharyngeal i 
infections 
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® 
relieves pain, 
muscle spasm, 


nervous tension 
rapid action + non-narcotic + economical 


“We have found caffeine, used in combination with acetylsalicylic acid, 
acetophenetidin, and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Fiorinal Tablets — Each tablet contains: Sandoptal (Allylbarbituric Acid N.F. X) 50 mg. (% gr.), 


caffeine 40 mg. (% gr.), acetylsalicylic acid 200 mg. (3 gr.), acetophenetidin 130 mg. (2 gr.). 
Dosage: 1 or 2 tablets every 4 hours, according to need, up to 6 per day. SANDOZ 
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Late evening dose doesn’t 
anterfere with sleep. 

Since Tenuate is free of CNS stimulation, it can be 
given in mid-evening, when TV snacks run up a 
high calorie count. Doses given to control evening 
snacks will not interfere with sleep.* 

Tenuate cuts the urge to eat. So well, in fact, that 
weight loss on Tenuate averages over 1.5 lbs. a 
week. (see chart) 


Safe—Tenuate can be used 
even in overweight cardiacs 


or hypertensives. 
EKG studies substantiate Tenuate’s lack of appre- 
ciable CNS stimulation. No effect on heart rate, 


blood pressure, pulse or respiration is demonstra- 
ble. Thus Tenuate is particularly well suited for 
hypertensive and cardiac patients — those whose 
weight must come down. 


PROOF OF WEIGHT LOSS*~* 
In a series of 102 patients, the following weight losses were obtained: 


Lbs./Week Number of Patients % Patients 


0.1-0.9 23 22.54 


50.00 


2.0-2.9 25 24.52 


3.0-4.0 2.94 


102 PATIENTS 100% 


>, 
weight 
medication 
| 
| 
| 
| 


Indications: The overweight patient, including adoles- 
cent, geriatric and gravid, as well as special risk situations 
— cardiac, hypertensive, diabetic. 


Dosage - One 25 mg. tablet one hour before meals. To con- 
trol nighttime hunger, an additional tablet taken in mid- 
evening will not induce insomnia. 


References: 1. Huels, G.: Mich. Acad, Gen. Prac, Sym- 
posium, Detroit, 1959. 2. Horwitz, S.: personal communica- 
tion. 3. Spielman, A. D.: Mich. Acad. Gen. Prac. Symposium, 
Detroit, 1959. 4. Ravetz, E.: Mich. Acad. Gen. Prac. Sym- 
posium, Detroit, 1959. 5. Decina, L. J.: Exper. Med. & Surg. 
in press. 6. Scanlan, J, S.: in press. 7. Kroetz and Storck: 
personal communication. 8. Alfaro, R. D.; Gracanin, V., and 
Schleuter, E.: to be published. TRADEMARK: ‘TENUATE? 


N Ce 0762 


THE WM. S. MERRELL COMPANY 
New York « Cincinnati+* St. Thomas, Ontario 


thwarts 


refrigerator 


raiders 


TENUATE 


Especially 


for late evening 


snackers. 


Controls hunger 


without 
producing 


sleeplessness. 
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PHOTOGRAPHIC “FIRSTS” 
The potent spermicidal action of 
the IMMOLIN matrix is recorded 
(600x) as a viable sperm “freezes,” 
weakens and dies—within the 
distance it normally travels in one- 
quarter of a second. 


TRAPPED —This highly motile, vi- 
able sperm becomes nonreproduc- 
tive the instant it contacts the 
outer edge of the IMMOLIN Cream- 
Jel matrix. 


WEAKENED — Devitalized and no 
longer motile, the sperm swerves 
from its line of travel and is pulled 
aside by the spreading matrix. 


KILLED — Motion stops, whiplash 
ceases as the sperm succumbs to 
the matrix. 


AS 

BURIED—The dead sperm is 


trapped deep in the IMMOLIN 
matrix. 


VAGINAL CREAM-JEL 


Simplified, effective conception control 


NEW THREE-YEAR STUDY 
WITH IMMOLIN CONFIRMS 
EXTREMELY LOW 
PREGNANCY RATE 


An extremely low pregnancy rate of only 3.2 per hundred 
woman-years of exposure is reported’ in a clinical study of 
176 women relying exclusively on IMMOLIN Cream-Jel to pre- 
vent conception. “This pregnancy rate,” state the authors of 
the study which represents 3,354 patient-months, “compares 
favorably with those reported on creams and jellies used 
without an occlusive device and identifies IMMOLIN as an 
effective means of preventing conception.” 


IMMOLIN WORKS ON 
NEW PRINCIPLE TO INHIBIT 
SPERM MIGRATION 


The unique spreading matrix, formed the instant seminal fluid 
contacts IMMOLIN Cream-Jel, firmly enmeshes even the most 
viable sperm. 


COMBINES ADVANTAGES 
OF CREAM AND JELLY 


Snowy-white, odorless, dry and static IMMOLIN Cream-Jel com- 
bines the soft, pleasant emollience of a cream with the smooth- 
ness of a jelly, yet minimizes overlubrication, avoids messiness 
and increases “motivation” to use faithfully. 
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4-6 months oe , : in 98 of 101 patients 
: during period totaling 

1792 months of use? 


6-12 months 
12-24 months 


24-28 months 


New, simple, dependable 
IMMOLIN Vaginal Cream-Jel 
offers a safe, pleasant, and 
readily accepted method of 
controlling conception 


1. Finkelstein, R., and Goldberg, R.'B.: Am. J. Obst. & Gynec. 
78:657 (Sept.) 1959. 2. Goldstein, L. Z.: Obst. & Gynec. 10:133 
(Aug.) 1957. 

HOW SUPPLIED: #900 Package—75 gram tube with improved 
measured-dose applicator and attractive, zippered plastic case. 
*905 Package—75 gram tube only. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 


IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 
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s eral flexion is secured in two ways W 
_ this OTC Spinal Brace model 1312: 
© from the outside, by the _—— of the 
individually fitted steel ts and 
aluminum 
from the inside, supporting 
pressure from the abdominal contents, 
activated by the brace’s “pie-pan” front 
and four sets of encircling web straps. _ 


Whatever OTC Support or Orthope 
you prescribe, and yo 
patient can always 


| control of the lumbar spine’s flexion 
\ desired therapeutic result. 
Expertly Fitted by OTC-trained fitter. 
designed for doctors’ prescriptions. ASK 
ior Doctors’ Prescriptions .. . Fitted 
IPPC IC. APPLIANCE iance Industries, Inc. 
A-36 


the battle won 


in the 
shipping department... 
is often lost 


in the stomach 


Shipping clerk, age 23, complained of mid- A g.i. series showed a duodenal ulcer. 

epigastric night pain that was relieved by the in- A qi2h ‘Combid’ Spansule capsule regimen plus 
gestion of food. The patient also suffered from antacid therapy was prescribed. He was put ona 
“indigestion,” occasional nausea and vomiting, bland diet. One week later the patient reported 
and a feeling of tension. that he was symptom-free. He has continued to 


Once before, the patient had been placed on t.i.d. take ‘Combid’ Spansule capsules prophylactically 
anticholinergic therapy for epigastric pain, but and has remained free from g.i. distress. 
had failed to maintain the prescribed regimen. 


® 


SMITH 


Com 


brand of 
prochlorperazine 
and isopropamide 


Spansule 


brand of sustained release capsules 


Smith Kline @ French Laboratories, Philadelphia 
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how does Mellaril differ from other potent tranquilizers? 


4 


Mellaril 


THIORIDAZINE HCl 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effecis as 
jaundice 
Parkinsonism 
blood dyscrasia 
dermatitis 


greater speciticity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Thioridazine [Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 


*Ostfeld, A. M.; Scientific Exhibit. American Academy of General Practice, San Francisco, April 6-9, 1959. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILLTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


erelieves both mental and muscular tension 
without causing depression 


@ does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 


one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 
Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


(WALLACE LABORATORIES, New Brunswick, N. J. 


CME-8426 


‘ 
; x46) JUST ONE CAPSULE LASTS ALL DAY 
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cerebral 
accident? 


THE CAPILLARY PROTECTIVE FACTORS: 


SUDDENLY 


SHE FINDS HERSELF 
DROPPING THINGS 


LOOK OUT FOR THE “LITTLE STROKES” 
resulting from abnormal capillary fragility. 
Sudden dizzy spells, bizarre feelings of pain, 
double vision, occasional stumbling or 
mental confusion are typical episodes.’ 


LITTLE STROKES MAY BE AVOIDED 
Many cerebral accidents may be avoided if 
adequate amounts of hesperidin and ascorbic 
acid are provided.* Hesper-C provides the 
hesperidin complex with vitamin C, synergists 
in supporting capillary repair. 

® 


& 


References: 1. Alvarez, W. C.: The New 
Physician 6:43, 1957. 2. Gale, E. T., and 
‘ Thewlis, M. W.: Geriatrics 8:80, 1953. 


THE NATIONAL DRUG COMPANY, nO-1741/59 
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to treat the patient allergic to tree pollens. 
(Birch, hickory and oak are the most impor- 
tant offenders, and oak is the most abundant. ) 
With PoLARAMINE REPETABS — today’s 
lowest-dosage antihistamine — you can control 
rapidly and safely the annoyance and discom- 
fort of seasonal or nonseasonal allergies, 


allergic dermatoses, allergic complications of 


respiratory illnesses, and drug and serum 
reactions. 

Histamine is present in most tissues of the 
body, but it is concentrated in those body areas 
exposed to contact with the external environ- 
ment: the skin, the respiratory tree, and the 
upper gastrointestinal tract. When an antigen, 
whether from tree pollen or any other aller- 
genic substance, provokes an antibody re- 
sponse, histamine is released, and the familiar 
symptoms of allergy follow. PoLARAMINE— 
in any form — controls these allergic reactions 
by blocking the access of histamine to receptor 
sites, and POLARAMINE does this at dosages 
lower than those necessary with other avail- 
able antihistamines. 

POLARAMINE REPETABS (4 mg. and 6 mg. 
dosage forms for your patients’ convenience) 
and PoLARAMINE Tablets (2 mg.) are unri- 
valed in effectiveness and safety. The rapid- 
ity of action for which POLARAMINE is noted 
is also important to the physician. Summariz- 
ing treatment of a recent group of 100 allergic 
patients, Babcock and Packard report that 
POLARAMINE REPETABS were “. . . especially 
effective in patients who presented sudden, 
acute allergy symptoms.’’* 

Remember also that POLARAMINE Syrup— 
it tastes good — is a great help in treating the 
young allergic patient or those who prefer. 
liquid medication. 

Dosage: REPETABS, 6 mg. and 4 mg. — One REpeTas in the 
morning and one REPETAB in the evening. Tablets, 2 mg. — 
One t.i.d. or q.i.d.; children under 12, one-half tablet t.i.d. 
or q.i.d.; infants, one-quarter tablet t.i.d. or q.i.d. Syrup, 
2 mg. per 5 cc.— Adults, one teaspoonful t.i.d. or q.i.d.; 
children under 12, one-half teaspoonful t.i.d. or q.i.d.; in- 
fants, one-quarter teaspoonful t.i.d. or q.i.d. 

Supply: PoLARAMINE REPETABS, 6 mg., bottles of 100 and 
1000; 4 mg., bottles of 100 and 1000. Tablets, 2 mg., bottles 
of 100 and 1000. Syrup, 2 mg. per 5 cc., 16 oz. bottles. 
*Babcock, G., Jr., and Packard, L. A.: Clin. Med. 6:985 
(June) 1959. 


POLARAMINE® Maleate, brand of dexchlorpheniramine maleate. REPETABS,® 
Repeat Action Tablets. EN-1499 
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FOR GREATER 


LATITUDE 
IN SOLVING 
THE PROBLEM 


HYPERTENSION 


WITHOUT 
SIGNIFICANT 
POTASSIUM 
DEPLETION 


RAUTRAX, a combination of Raudixin with 
Ademol (fiumethiazidey—the new, safe nonmer- 
curial diuretic—controls all degrees of hyper- 
tension. Elimination of excess extracellular 
sodium and water is rapid and safe.'® Potas- 
sium loss is less than with other nonmercurial 
diuretics;'* and, in addition, Rautrax increases 
protection against potassium and chloride 
depletion during long-term management by 
including supplemental potassium chloride. 


The dependable diuretic action of Ademol 
rapidly controls the clinical and subclinical 
edema often associated with cardiovascular 
disease. And after Rautrax has normalized 
the fluid balance, the normal serum electro- 
lyte pattern is not altered appreciably by 
continued administration.* Ademol also 
potentiates the antihypertensive action of 
Raudixin.' In this way a lower dose of each 
component controls hypertension effectively 
and safely .. . with fewer side effects. 


REFERENCES: 1. Montero, A. C.; Rochelle, J B., III, 

and Ford, R.V.: New England J. Med 260:872 (April 23) 

1959. 2. Fuchs, M.; Bodi, T., and Moyer, J. H.: Am. 

J. Cardiol. 3:676 (May) 1959. 3. Fuchs, M., and others: 

Monographs on Therapy 4:43 (April) 1959. 4. Montero, 

A. C.; Rochelle, J. B., Ill, and Ford, R.V.: Am. Heart J. 

57:484 (April) 1959. 5. Rochelle, J. B., 111; Montero, 

A.C., and Ford, R. V.: Antibiotic Med. & Clin. Ther. 6:267 Squibb Quality— 
(May) 1959. LITERATURE AVAILABLE ON REQUEST the Priceless Ingredient 


RAUTRAX 


RAUDIXIN (Squibb standardized whole root Rauwolfia Serpentina) / ADEMOL (Squibb Flumethiazide) [Potassium CHLORIDE 
RAUDIXIN + @, ‘RAUTRAX’ AND ‘ADEMOL’ ARE SQUIBB TRADEMARKS 
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emotional stress and overweight often go hand in hand... 


DEXAMYL® SPANSULE® 


brand of sustained release Capsules 


brand of dextro amphetamine 
and amobarbital 


In tense, nervous, depressed patients who attempt to “solve” their problems 

by overeating, ‘Dexamyl’ Spansule capsules not only control appetite all day 

long, but also provide important antidepressant effect. 

The smooth and subtle mood improvement makes it easier for overweight patients 
to practice the dietary discipline necessary for weight loss. 

‘Dexamyl’ Spansule—daylong control of appetite plus psychic support 


for your dieting patient. 


JOURNAL A.O.A., VOL. 59, APRIL 1960 


A-45 


= 
: 3 
4 
a 
j 
1 : : 
i 
4 
. 
| 
| 


in the low back syndrome 
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relieves both stiffness and pain 
with safety...sustained effect 


In 100 consecutive patients with the low back syndrome, Kestler’ re- 
ported that particularly gratifying was the ability of SOMA “‘to relax 
muscular spasm, relieve pain, and restore normal movement, thus 


speeding recovery in a large majority of the patients.” 


RESULTS WITH SOMA IN THE LOW BACK SYNDROME* 


GOOD TO FAIR 23.7 % 


EXCELLENT TO VERY GOOD 68 % 


*Investigators’ reports to the Medical Department, Wallace Laboratories. (Total of 278 cases) 


NOTABLE SAFETY —extremely low toxicity; no known contraindications; side effects 
are rare; drowsiness may occur, usually at higher dosage 


SUSTAINED EFFECT — relief lasts up to 6 hours 


RAPID ACTION — starts to act quickly 


EASY TO USE— usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime 


SUPPLIED — as white, coated 350 mg. tablets, bottles of 50; also available for pediatric use: — 
250 mg., orange capsules, bottles of 50 


1. Kestler, O: In The Pharmacology and Clinical Useful of Carisoprodol. Wayne State University Press, Detroit, 1959. 2. Berger, 
F. M.; Kletzkin, M.; Ludwig, B. J.; Margolin, S., and Powell, L. S.: J. Pharm. Exp. Ther. 127:66 (Sept.) 1959. 3. Spears, C. E. and 


Phelps, W. M.: Arch. Pediat. 76:287 (July) 1959. 4. Phelps, W. M.: Arch. Pediat. 76:243 (June) 1959. 5. Friedman, A. P.; Frankel, K., 
ing, New York State Society of Industrial Medicine, Inc. ,New York, Sept. 30, 


ki, J. P.: Orthopedics (In Press). 


and Fransway, R. L.: Papers p dat S 
1959. 6. Kuge, T.: Unpublished reports. 7. O: 


Literature and samples on request 


Also available on request: The Pharmacology and Clinical Usefulness of Carisoprodol, Wayne 
State University Press, Detroit, 1959. (185 pages) 


(i) Laporatories, New Brunswick, New Jersey 
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two effective ingredients compounded 
into a single tablet: 

Oretic. Most potent diuretic-antihyper- 
tensive yet available. Produces maxi- 
mum diuretic/saluretic effect ... and 
notably potentiates action of: 


Harmonyl. Unique rauwolfia alkaloid 
fully as effective as reserpine ... but 
with lower incidence of side effects — 
such as lethargy, drowsiness and nasal 
congestion. 


three precision dose forms to treat 
virtually every degree of hypertension: 


Oreticyl Forte. Oretic 25 mg., Harmonyl 
0.25 mg. Recommended as “‘initial 
treatment”’ form in most cases of mod- 
erate to severe hypertension. Usual 
dose: one t.i.d. 


Oreticyl 25. Oretic 25 mg., Harmonyl 
0.125 meg. 


Oreticyl 50. Oretic 50 mg., Harmonyl 
0.125 mg. 

Either form for adjustment of dosage 
once response is seen. Also useful to 
begin treatment in milder cases. 

All 3 in bottles of 100 and 1000. 


often gives you a chance to brighten 
the hypertensive’s dreary diet, too... 
Oretic’s pronounced action in eliminat- 


ing sodium will, in many cases, allow 
you to adjust diet restrictions so that 
the patient can enjoy some real salt 
with his meals. 


ORETICYL.— TRADEMARK 


ORETIC-—-TRADEMARK FOR HYOROCHLOROTHIAZIDE, ABBOT? 


SHARMONYL —OESERPIDINE, ABBOTT 


003211 


ABBOTT 


i 
3 


Tri | aton for the anxiety in a 
the person overwhelmed by family 


illness...selective anxiety relief with 
minimal drowsiness or dulling 


a 
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For topical infections, 
choose a ‘B. W. & Co.” ‘SPORIN’.. . 


7 y © Combines the ant 
inflammatory effect 

bE of hydrocortisone with 
the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 


Each gram contains: State 5 mg. 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone ..........-.-+--(1%) 10 mg. 
Zinc Bacitracin 400 Units ina special petrolatum base. 


Provides comprehensive ® 
bactericidal action 

effective against virtually 
all bacteria likely 


to be found topically, brand ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin .........+.++++++-+ 400 Units 
Neomycin Sulfate. 06% 5 mg. in a special petrolatum base. 


t @ Offers combined anti- 
biotic action for treating 
LYSP 0 N 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medi 


Each gram contains: 
‘Aerosporin’® brand Zinc Bacitracin ...........2..... 500 Units 


Polymyxin B Sulfate ........... 10,000 Units in a special petrolatum base. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Failure is 
the first step 


For almost every Wyeth product that today serves 
medicine, hundreds of compounds have been 
prepared, screened, investigated, and rejected by 
Wyeth scientists long before clinical studies were 
remotely considered. Of all the would-be 
antibiotics undergoing preliminary screening here, 
for example, the chances are slim that even one 
will successfully pass every test. 


In pharmaceutical research—as in every branch 
of scientific endeavor—failure is expected. 
Nature guards her secrets zealously. 


If, however, failure is often inevitable, it is also often 
the price of knowledge and progress. The compound 
that cannot meet the rigorous demands made of it 
by Wyeth may still indicate the direction 

research should take—or noi take. 


Whether research succeeds or fails, it is always 
costly in time, money, and effort. But Wyeth deeply 
appreciates the important role that research plays in 
strengthening the physician’s hand .. . the role it 
plays in helping him provide the best 

medical care in the world. 


Wyeth Laboratories Philadelphia 1, Pa. 


400- 


A Century of Service to Medicine 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in two or three 
days. She eats well, 
sleeps well and soon 
returns to her normal 
activities. 


& 
= 


Lifts depression... as it calms anxiety! 
Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect of amphetamine- 
barbiturates and energizers. While amphetamines and en- 
ergizers may stimulate the patient — they often aggravate 
anxiety and tension. And although amphetamine-barbiturate 


PLACEBO 


combinations may counteract excessive stimulation — they CUMULATIVE 
often deepen depression. IMPROVEMENT 
In contrast to such “seesaw” effects, Deprol lifts depression 

as it calms anxiety — both at the same time. ’ DEPROL vs. PLACEBO 

i (CROSS-OVER TECHNIC)’ 

r Acts swiftly — the patient often feels better, sleeps better, t f 

within two or three days. Unlike the delayed action of most 

! 


other antidepressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely — no danger of liver damage. Deprol does not 
produce liver damage, hypotension, psychotic reactions or 
changes in sexual function — frequently reported with other 
antidepressant drugs. 


SWITCHED TO 


a Ae DEPROL 
e ro ‘DAYS 
et al. (Am. Pract. & Digest Treat. 10/1525, Sept. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, this may be grad- 
ually increased up to 3 tablets q.i.d. Composition: 1 mg. 2-diethylaminoethy] 
benzilate hydrochloride (benactyzine HCi) and 400 mg. meprobamate. Supplied: ew 
Bottles of 50 light-pink, scored tablets. Write for literature and samples. WwW) fae irate 7 pees 
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brand of bisacodyl 


Suppositories 


Solely by contact with the colonic 
mucosa, Dulcolax reflexly produces 
coordinated large bowel peristalsis 
with resulting evacuation. 


Generally a single evacuation of 
soft, formed stool without catharsis 
or straining results. 


“A gentle but effective laxative’’* 

In tablet form Dulcolax is eminently 
convenient when overnight action is 
required. For more prompt effect 
Dulcolax suppositories usually act 
within the hour. 


* Archambault, R.: Canad. M. A. J. 
81:28, 1959. 


Dulcolax®, brand of bisacodyl: yellow enteric- 
coated tablets of 5 mg. in box of 6 and bottle 
of 100; suppositories of 10 mg. in box of 6. 


Under license from C. H. Boehringer Sohn, 
Ingelheim. 


Geiny Geigy, Ardsley, New York 
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ye contatt laxative 


faster 
healing 
at any location 


Buccal; Aqueous; Oil 


superior anti-inflammatory enzyme 


4\ 


controls inflammation, 
swelling and pain 


74 


Chymar averts or rapidly reduces 
Ne ; objective and subjective signs of inflam- 
mation of all types. It dissipates edema 


ia and hematoma, improves local circulation, 
} LA reduces pain and accelerates healing. Side 
‘es effects that have been observed with 
| steroid-type anti-inflammatory agents 
; do not occur with Chymar. 
thrombophlebitis pelvic inflammatory 
cellulitis disease 
asthma biopsies 
bronchitis ulcerations 
sinusitis peptic ulcers 
@ burns dermatoses 
bruises conjunctivitis 
sprains uveitis 
fractures 


CHYMAR Buccal Crystallized chymotrypsin in a tablet 

ty formulated for buccal absorption. Bottles of 24 

tablets. Enzymatic activity, 10,000 Armour Units 
per tablet. 


CHYMAR Aqueous Solution of crystallized chymotryp- 
sin in sodium chloride injection for intramuscular 
use. Vials of Scc. Enzymatic activity, 5000 Armour 
Units per cc. 


CHYMAR Suspension of crystallized chymotrypsin in oil 
for intramuscular injection. Vials of 5 cc. Enzy- 
matic activity, 5000 Armour Units per cc. 


ARMOUR PHARMACEUTICAL COMPANY . Kankakee, ILLINOIS AY 
Armour Means Protection 


© 1958 A. P.Co, 
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‘round-thé-clock relief 
of Duodenal Uleers 


with 


oxyphencyclimine HCl, 10 mg. 


b.1.d. 


“Good symptomatic responses were seen in 91 of 96 

[patients] treated for periods up to one year with aver- 

age doses of 10 mg. twice daily.” 

“TDaricon] appears to be a valuable agent... for day- 

to-day maintenance of all peptic ulcer patients.” 
Winkelstein, A.: Am. J. Gastroenterol. 32:66-70 (July) 1959. 


Additional information is available on request from the 
Medical Department, Pfizer Laboratories, Brooklyn 6, N. Y. 


Science for the world’s well-being™ 
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The Upjohn Company 
Kalamazoo, Michigan 


Clinical use 
of Oxylone 
in an allergic 
skin reaction 
due 

to a drug 


Photographs by 
courtesy of 
W. C. Grater, M.D. 


the first steroid 
developed specifically 
for topical application 


also available 


Neo- 


for infected dermatoses 


Supplied in 7.5 Gm. tubes ; 
with applicator tips: 4 
Oxylone Cream — j 
each gram contains 0.25 meg. 
(0.025%) fluorometholone. 
Neo-Oxylone Topical Ointment — 
each gram contains 0.25 mg. 
(0.025%) fluorometholone 

and 5 mg. neomycin sulfate 
(equivalent to 3.5 mg. 

neomycin base). 

References: 

1. Peristein, S. M.: Antibiotic Med. 
& Clin. Therapy 6:575 (Oct.) 1959. 
2. McCormick, G. E., Jr. 

and Olansky, S.: Ibid., p. 581. 


after 14 days *Trademark, Reg. U.S. Pat. Off. 
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on one capsule daily 


PRONEMIA 


Hematinic Lederie 


Each PRONEMIA capsule contains: 
Vitamin with AUTRINIC 
intrinsic Factor Concentrate 

2 U.S.P. Oral Units 
Ferrous Fumarate 50 mg. 
tron (as Fumarate) 
Ascorbic Acid (C) 
Folic Acid 
Also available: FALVIN® Hematinic two- 
a-day formula and PERIHEMIN® Hema- 
tinic three-a-day formula. 


QD vERLE LABORATORIES 
a Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 


NORMAL... 
SUSTAINED 


EASY-TO-TAKE IRON — Highly efficient, excellently tolerated source 
of nutritional iron, ferrous fumarate, for dependable hemopoietic 
response. Gentle on the g.i. tract... fewer interruptions of therapy 
due to side effects. 


EASY-TO-REMEMBER DOSAGE—Single capsule regimen assures con- 
sistent response...reduces chance of inadequate intake from 
“forgotten” doses. Full therapeutic iron allowance, plus comple- 
menting hematinic formula including B,, and AUTRINIC® Intrinsic 
Factor Concentrate. 


| 
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in a wide variety of infectious diseases encountered 
in daily practice. More than 120 published 

clinical reports attest to the superiority 

and effectiveness of oleandomycin-tetracycline. 


Cosa-Signemycin 


glucosamine-potentiated tetracycline 
antibiotic of choice when sensitivity testing is difficult 
or impractical. 


with triacety y 


THE HOUSE-CALL ANTIBIOTIC 


available as: 
CAPSULES ORAL SUSPENSION PEDIATRIC DROPS 

raspberry-flavored 
125 mg. 2 oz. bottle, 125 mg. 10 ce. bottle (with cali- 
250 mg. per teaspoonful (5 cc.) brated dropper), 5 mg. 


per drop (100 mg. per cc.) 


Each 250 mg. of Cosa-Signemycin contains 167 mg. of glucosamine- 
potentiated tetracycline and 83 mg. of triacetyloleandomycin. | 


Bibliography and professional information booklet on COSA-SIGNEMYCIN 
available on request. 


GD science for the world’s well-being™ 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Patent #2748052 


for medical management of obesity 


The different amphetamine combination of choice... 
even in many cases of hyperthyroidism, hypertension, 
coronary artery and other cardiovascular diseases. 


OBETROL incorporates the desired action of amphetamines with- 
out usual drawbacks. 


OBETROL Each 20 mg. tablet or two 10 mg. tablets contain safer, 
longer acting Methamphetamine Saccharate 5 mg., 
with Methamphetamine Hydrochloride 5 mg., Ampheta- 
mine Sulfate 5 mg., Dextro Amphetamine Sulfate 5 mg. 

SUPPLIED: in 10 mg. and 20 mg. tablets in bottles of 100, 500, and 1,000. 

Ref: Plotz, M.: Modern Management of Obesity, J.A.M.A. 170: 1513-1515 (July 25) 1959. 
Available on prescription at all leading pharmacies. aS 

Write today for clinical samples. Page 153 (EES 


ARMACEUTICALS e 382 Schenck Avenue e Brooklyn 7,N.Y. 
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How to win | Tastefully tailored to the antibiotic needs of 
pediatric patients 
little friends 


new Cosa-lerrabon 


oxytetracycline with glucosamine 


recovery Delicious in taste: the appealing flavor of sweet, fresh fruit 
Decisive in action: the well-tolerated broad-spectrum efficacy 
of Terramycin® with glucosamine 
Preconstituted for uniform potency, efficacy, and taste-appeal 
from the first dose to the last. 


Cosa-Terrabon Oral Suspension — 125 mg. oxytetracycline/5 cc, 
2 oz. and 1 pint bottles 


Cosa-Terrabon Pediatric Drops — 100 mg. oxytetracycline/1 cc., 
10 ce. bottle with plastic calibrated dropper *Trademark 


Pfizer Laboratories, Div., Chas, Pfizer & Co., Inc., Brooklyn 6, N, Y. Pfizer) Science for the world’s well-being 
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in psychophysiologic disorders 


Compazine’ relieves emotional stress 


brand of prochlorperazine 


in tension headache 


‘Compazine’ promptly relieves the tension and 
the pain in most patients. And ‘Compazine’ 
therapy is remarkably free from drowsiness 
and depressing effects. Thus, there is little like- 
lihood of patients losing time from work. 


For convenient daylong (or nightlong) effect 
with a single oral dose, prescribe “Compazine’ 
Spansule capsules. 


in premenstrual tension 


‘Compazine’ combats feelings of nervousness 
and fatigue and helps restore emotional sta- 
bility. By controlling the irritability that often 
exacerbates somatic discomfort, “Compazine’ 
treatment often leads promptly to cheerful, 
outgoing behavior. 
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side effects are infrequent, ustially mild and transitory: “Compazine’ is remarkably free from drowsiness and depressing effect. KLINE & 


jyailable: Tablets, Spansule® sustained release capsules, Ampuls, Multiple-dose Vials, Syrup and Suppositories. FRENCH 


allays somatic symptoms 


in cardiac patients 


‘Compazine’ reduces the impact of emotional 
stress—relieves fear and apprehension. Also, 
many “heart worriers’” on “‘Compazine’ are 
protected against the emotional stress that may 
exacerbate cardiac pains or palpitations; and, 
with emotional tension dispelled, hypertensive 
patients often showa lowering of blood pressure. 


in the menopause 


‘Compazine’ relieves anxiety, tension and re- 
lated depression. Your patient may “feel like 
her old self,” eat better and sleep better, and 
regain a normal level of interests and activities. 
Furthermore, in many cases the requirement 
for hormone therapy may be reduced. 
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IRON for Anemia, Doctor? 


New VM 12+ana12 (*DECELIRON) assures 


MORE absorption 
LESS reaction 


N 0 ce wih 


*DECELIRON: the exclusive VM formulation of exsiccated ferrous sulfate, vitamins and 
supportive factors, with decelerated-release-principle. Insures smooth, timed release, effective 
potency. Now with PentaX* for five times more B:: absorption and utilization. 


LESS fecal iron-loss, too 


PRICES: VM No. 12+, 80 tablets $5.00 250 tablets $14.00 
VMNo.12, 80 tablets $4.00 250 tablets $10.00 


GLENDALE ¢ 


MIiTAMAIN RALsS INC. 


*Vitaminerals brand of the new more readily absorbable B.. CALIFORNIA 
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burns 

debility 
convalescence 
surgery 

senile osteoporosis 
mammary carcinoma 
decubitus ulcers 
asthenia 

anorexia 
underweight 


new, long-acting anabolic stimulant 
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=» -+ direct control of your patient 


a 


Durabolin 


+ positive anabolic gains 
++ marked sense of well-being 


+ greater economy 


One injection of DURABOLIN each week often induces a marked sense of well-being 
in the asthenic, undernourished, or “run-down” patient. Outlook and appetite 
improve. Sustained, positive nitrogen balance is established. Solid muscular tis- 
sue develops. Weight is gained without edema. The safest and most potent tissue- 
building agent, DURABOLIN is also the easiest to use and most economical. The 
physician injects it each week. There can be no unfilled prescription, no forgotten 
dose. Progress is observed directly. Adults: 25 mg. (1 cc.) i.m. weekly, or 50 mg. 
(2cc.) every second week. Children: halfadult dosage. ORGANONINC., Orange, N.J. 


1-cc. ampuls 


5-ce. vials 


‘Nandrolone phenpropionate injection, ORGANON 
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The test — you might say the acid test — of an anticholinergic is simple: will it protect your 
patient from hyperacidity around the clock, even while he sleeps. The weakness of t.i.d. or 
q.i.d. preparations is well recognized; but even some “b.i.d.” encapsulations may be unre- 
liable. McHardy, for instance, found a “widely variable duration of action, definitely less than 
that anticipated” in the “sustained,” “delayed,” and “gradual release” anticholinergics 
he studied.’ 


COMPARE THE DATA ON ENARAX...the new combination of an inherently long-acting anti- 
cholinergic (oxyphencyclimine) and Atarax, the non-secretory tranquilizer. Note the effective- 
ness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 


McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained-action anticholin- 
ergic in our study of this agent over a period of eighteen months.” 


Kemp: “...for the majority of patients, one tablet every 12 hours provided adequate 
control. This characteristic long action... may constitute an advantage of this 
drug as compared to coated ‘long-acting’ preparations of other compounds.”” 


Add Atarax to this 12-hour anticholinergic. The resulting combination—ENARAX—now gives 
relief from emotional stress, in addition to a reduction of spasm and acid. Atarax does not 
stimulate gastric secretion. No serious adverse clinical reaction has ever been documented 
with Atarax. 


LOOK AT THE RESULTS WITH ENARAX**: 


Does the medication you now prescribe assure you of all these benefits? If not, why not put 
your next patient with peptic ulcer or G.I. dysfunction on therapy that does. 


ARAX 


(oxyphencyclimine plus ATARAX®) A SENTRY FOR THE G.I. TRACT 
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ACID SECRETION? 


MIDNIGHT 


“Prolonged periods of achlorhydria” after 10 mg. oxyphencyclimine q. 12 h.” 


MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN «+ 24-HOUR STUDY 


80 -—~ tincture of belladonna q.6 h. 
10 mg. oxyphencyclimine q.12 h. 
= 70 
z 
60 
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Time, in hours 


Clinical Diagnosis: Peptic Ulicer— Gastritis —Gastroenter- 
itis—Colitis— Functional Bowel Syndrome—Duodenitis — 
Hiatus Hernia (symptomatic)—Irritable Bowel Syndrome— 
Pylorospasm—Cardiospasm—Biliary Tract Dysfunctions— 
and Dysmenorrhea. 


Clinical Results: Clinically effective in 92% of cases. 


As for Safety: “Side reactions were uncommon, usually 
no more than dryness of the mouth... 


Each ENARAX tablet contains: 


Hydroxyzine 


Dosage: One-half to one tablet twice daily— preferably in the morning and 
before retiring. The maintenance dose should be adjusted according to 
therapeutic response. Use with caution in patients with prostatic hyper- 
trophy, and with ophthalmological supervision only in glaucoma. 


Supplied: In bottles of 60 black-and-white scored tablets. 


References: 1. Motte, G., et al.: J. Louisiana M. Soc. 111:290 (Aug.) 
1959. 2. Steigmann, F.: Study conducted at Cook County Hospital, Chicago, 
Illinois, in press. 3. — a J. A.: Antibiotic Med. & Clin. rapy 6: 
(Sept.) 1959. 4. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 5. Data 
in Roerig Medical Department files. 
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New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 


| 

OL O 
| 
| | 

A? 


after a myocardial infarction 
and throughout the course 
of postcoronary convalescence... 


Peritrate helps establish and 
sustain collateral circulation 


Zz, improves coronary blood flow with no significant drop in 
blood pressure or increase in pulse rate 


2. helps support natural healing and repair 


3. helps reduce myocardial damage 


4, smooth onset of action minimizes nitrate headache 


basic therapy in coronary artery disease 


Peritrate’ 20 mg. 


brand of pentaerythritol tetranitrate 


the selective, long-acting coronary vasodilator 


compensatory 


circulation 

myocardium 

PLAINS, N.J. 
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To: stop re- infection | in vaginal trichomoniasis 


TO ENLIST THE HUSBAND'S 
COOPERATION —Specify 


® 
to be sudetive, the role of the man as ca ’ i- A Mi S E S 
and as cause of recurrence in the woman 
must be acknowledged and treated.' ‘ the prophylactic with “built-in” sensitivity 


the. transmission of T. vaginalis throu; a atte! 

coitus occurs ‘more frequently than is lity preserved by 

recognized, measures of preventi 
cooperation necessary from the husband. 


be used. The most gm 

A tissue-thin, natural gum-rubber sheath { 
of amazing strength and solid clinical 
reliability, RAMSES is silken smooth, 
delicately transparent—almost out of human 
awareness. Without imposition, or 


To control ‘the ca 
re-infection in vaginal trichomoniasis, 
physicians recommend the use of 7 


3-6 
3 sae vo Agta tone deprivation, for the sake of cure, the routine 
of the wife’s trea use of RAMSES with ‘‘built-in” sensitivity 
the wife's treatmer is readily adopted, even by the husband who 


fears loss of sensation. 


(Aug.) 1959. 2. Decker, . 

(July 1) 1957. 3. Draper, J. W.: Internat. Rec. Med. 
168:563 (Sept.) 1955. 4. Bernstine, J. B., and Rakoff, 
A. E.: Vaginal Infections, Infestations and Discha 
New York, The Blakiston Co., 1953. 5. Davis, C. 
West. J. Surg. 63:53 (Feb.) 1955. 6. Karnaky, 

JAM. A. 876 1954. 


suLius SCHMID, INC. 


423 West 55th Street, New York 19, N.Y. 
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Do you indicate 
breaking 

the long night fast 
with nutritious 


MEAT for 
breakfast 


iy Meat is a logical 


nutritious ‘‘build-up”. Far too many people, 
both adults and children, need to be reminded 
professionally that a nourishing breakfast is 
essential to help maintain good health. 


Meat adds Zest to breakfast 


AMERICAN |MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° MEMBERS THROUGHOUT THE NATION 


REFLECTION ON 
CORTICOTHERAPY: 


The clinical aim, following immediate 
suppression of disease symptoms, is to 


maintain the patient symptom-free... 
with minimal side effects. 


The logical course is to select 
the steroid with the best ratio 
of desired effects to undesired effects: 


the corticosteroid that hits the disease, but spares the patient Ex ? 
| Upjohn THE UPJOHN COMPANY M 
KALAMAZOO, MICHIGAN 


* TRADEMARK, REG. U. S. PAT. OFF. — METHYL 
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When time is precious 


INJECTION 


PHOSPHATE 


will often increase blood pressure 
of patients in SHOCK without 
evidence of blood loss... 


DEXAMETHASONE 21-PHOSPHATE 
injectic 
cies, a¢ 
fusion 
can als 
panhy 
soft ti 
Sterol 
«ute 


® 
— 
— 


1ATE 


ready for immediate use— 
' needs no reconstitution 


pee dramatic response in minutes 


1.M. or 1.V.—injection can be 
as rapid as desired 


mg. for mg. the most active 
steroid in true solution 


pec flows readily even through 
a small-bore needle 


needs no refrigeration— 
APPROACH excellent stability 


ijjection DECADRON Phosphate is the direct approach in allergic emergen- 
ces, acute asthma, overwhelming infections (with antibiotic coverage), trans- 
qsion reactions, acute traumatic injuries. Injection DECADRON Phosphate 
gn also be used in acute dermatoses, Addison's disease, adrenal surgery, 
gnhypopituitarism, temporary adrenal suppression, rheumatoid arthritis, 
git tissue injection. Note: Do not inject into intervertebral joints. Caution: 
Seroids should not be given in the presence of tuberculosis, chronic nephritis, 
Bute psychosis, peptic ulcer, or ocular herpes simplex. 


190) MERCK SHARP & DOHME ~ Division of Merck & Co., Inc. + West Point, Pa. 


DOSAGE AND ADMINISTRATION: 
Injection DECADRON 
Phosphate is ready for im- 
mediate use intravenously, 
intramuscularly, or intra- 
synovially. Dosage varies 
from 4 mg. or less to 20 
mg. or more, depending on 
the nature and severity of 
the condition and route of 
administration. 


SUPPLIED: 

Injection DECADRON 
Phosphate is available in 5 
cc. vials, each cc. contain- 
ing 4 mg. of dexametha- 
sone 21-phosphate as the 
disodium salt. 


Additional information on In- 
jection DECADRON is avail- 
able at your request. 
DECADRON is a trademark of 
Merck & Co., inc. 
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like money the bank... 


just as savings—not pocket money— 
insure financial solvency... 


so iron reserves—not hemoglobin— 
insure physiologic solvency 


“Anemia from iron deficiency occurs only when the iron reserves are completely depleted.” 
“...iron therapy should provide iron for hemoglobin repair and in addition provide iron for 
storage.”! 

IMFERON raises hemoglobin levels and rebuilds iron reserves quickly, safely, surely.2 Precise 
dosage can be computed easily for each iron-deficient patient. (See table in package insert.) 


(1) Holly, R. G.: Postgrad. Med. 26:418, 1959. (2) Evans, L. A. J., in Wallerstein, R. O., and Mettier, S. R.; Iron in Clinical 
Medicine, Berkeley, Univ. California Press, 1958, p. 170. (3) Schwartz, L.; Greenwald, J. C., and Tendler, D.: Am. J. Obst. 


Imferon 


Intramuscular lron-Dextran Complex 


LAKESIDE LABORATORIES, INC. 
MILWAUKEE 1, WISCONSIN 63960 
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JOURNAL OF THE 


THE 


AMERICAN OSTEOPATHIC ASSOCIATION 


The historical evolution of 


osteopathic medicine 


The four papers that follow were presented under 
the above heading on July 15, 1959, as part of the 
general program of the Sixty-Third Annual Conven- 
tion of the American Osteopathic Association. The 
presentation was under the auspices of the American 
Osteopathic Historical Society, a recently formed 
affiliate of the A.O.A. Journat readers will find the 
papers interesting and informative as well as care- 
fully prepared. The editorial section of this issue of 
THE JOURNAL comments on the purpose and role of 
the Society. 


Medical synthesis 


on the American frontier* 


CHARLES D. OGILVIE, D.O.,+ Dallas, Texas 


As man slowly learns more about himself, he be- 
comes increasingly aware of the inexorable manner 
in which deep generative forces shape the destiny of 
his race. Medicine, like all other forms of human 
enterprise, is molded by the tides of social back- 
ground through which it moves. Speaking in such a 
perspective, we may say that advances in knowledge 
and technic have not been the result of chance—a 
procession of miraculous discoveries, as some writers 
would have us believe—but rather are products of 
the human totality of their times. 

°Presented as part of a symposium on The Historical Evolution of 
Osteopathic Medicine, at the Sixty-Third Annual Convention of the- 
American Osteopathic Association, Chicago, July 15, 1959. 


+Dr. Ogilvie, a radiologist practicing in Dallas, Texas, is president of 
the American Osteopathic Historical Society. 
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Like the proverbial city dweller who attributed 
the origin of milk to a bottle, we often acclaim some 
propitious person or significant event as the source 
of an outstanding advancement. Such superficial 
homage is frequently carried to emotional extremes 
in the healing arts. Interpreters of the “march of 
medicine” too often forget that the milk of human 
progress is created deep in a man’s social body. Fa- 
mous persons are but containers for the product. 

Published accounts of the origin and early devel- 
opment of osteopathy have followed this same pat- 
tern of idolatric interpretation. It is generally thought 
that, at its outset, osteopathy was solely the “discov- 
ery” of Andrew Taylor Still. Yet, if we are to believe 
that creative men are but products of their times, we 
are obliged to search out the deeper germinal forces 
that brought about this reformation in American 
medicine. It is the purpose of this presentation not 
to disparage Still but rather to comprehend him in 
the totality of his native environment. 


The American frontier 


The American frontier was a duality whose social 
and geographic facets were inseparable. First, it was 
an area where the venerable institutions of Old 
World civilization were being remodeled to conform 
to new situations. Second, it was a dynamic, shifting 
geographic area that supported an average of only 
two to six inhabitants per square mile.’ 

Starting in the 1750's from its springboard along 
the Appalachians, this advancing alien culture grad- 
ually made its way across the Great Plains toward 
the Continental Divide. The irresistible power of 
this “tidal wave of migration”? was succinctly cap- 
tured by a contemporary observer when he wrote, 
“This gradual and continuous progress of the Euro- 
pean race toward the Rocky Mountains has the 
solemnity of a providential event. It is like a deluge 
of men, rising unabatedly, and driven daily onward 
by the hand of God.”* It was not until after the 
opening of the Oklahoma territory toward the end 
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of the nineteenth century that the frontier movement 
spent its force and faded into the panic of 1893. 

The settlement of the American borderland took 
place in three successive stages. In the beginning 
came the true pioneers, a daring hardy race of trail 
blazers whose firearms were their chief means of 
support. In their footsteps came the first settlers, a 
mixed set of hunters and farmers. Instead of crude 
cabins they built partitioned log houses with glass 
windows and fireplaces. Their permanence was au- 
thenticated by the practice of digging wells instead 
of using a nearby spring. Then finally came the third 
group which included not only farmers, but also 
doctors, lawyers, storekeepers, editors, preachers, 
mechanics, politicians, and land speculators.’ 

Along with new faces, there appeared in this 
rough borderland a new spirit: that of rugged indi- 
vidualism. It cannot be overemphasized that the 
frontier was much more than a geographic perimeter; 
it was a social process or, more properly, a social 
revolution. “It encouraged individual initiative; it 
made for political and economic democracy; it 
roughened manners; it broke down conservatism; it 
bred a spirit of self-determination coupled with re- 
spect for national authority.”* Typical of the era was 
the Jacksonian faith that in the West the common 
man was capable of uncommon achievement.* This 
was the age of Abraham Lincoln, Jefferson Davis, 
and Sam Houston. 

Unshackled from the past and impelled by the 
necessities of the present, the frontiersman was un- 
commonly inventive. A productive period of techni- 
cal synthesis, primarily agricultural, followed in the 
wake of the Conestoga wagons. In the year 1837 
John Deere ingeniously reinforced his wooden sod- 
busters with a facing of steel sufficiently tough to 
break the virgin turf. Ten years later, the Chicago 
factory of Virginian Cyrus McCormick was manu- 
facturing reapers to harvest the crops of the fresh- 
plowed prairie. There followed the mechanical corn 
planter, cutter, husker and sheller, the De Laval 
cream separator, and innumerable other creations of 
the open-minded people of New America. 


Health problems of the frontier 


When the first settlers made their way westward 
it was not disease but nature that was their primal 
enemy.’ The early pioneers lived in great isolation; 
therefore, morbidity was usually the result of acci- 
dent or the rigors of man’s hard life in the wilder- 
ness, rather than of contagious sickness. Within a 
short time, however, these simple conditions gave 
way to those imposed by the rapid increase in popu- 
lation. Many of the newcomers, especially the sickly 
European immigrants, were poorly adapted to the 
rustic environment in which they now found them- 
selves. As a result, nature relinquished her priority 
to man’s age-old adversary—disease. 

Throughout the third, fourth, and fifth decades of 
the 1800's, cholera, dysentery, yellow fever, smallpox, 
typhus, malaria, and spinal meningitis swept the 
Middle West in great epidemics. During 1832 and 
1833 the first in a series of cholera outbreaks pros- 
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trated St. Louis. In 1849, following a fire that de- 
stroyed much of the old city, cholera claimed over 
5,000 lives—one in every fourteen persons. Physi- 
cians, among them the honored William Beaumont, 
were helpless. Dr. Bernard G. Farrar, “the one out- 
standing medical man of a hundred years ago,”* was 
martyr to the disease. In a manner reminiscent of 
ancient Athens, tar was burned on the street corners 
to purify the air.” During the drought of 1838, wide- 
spread epidemics swept over the entire Trans-Missis- 
sippi area. Numerous Indian villages were decimated 
by smallpox, diphtheria, and other diseases. 

The healing profession, despite its dedication, was 
obviously incapable of dealing with this dilemma of 
human illness. In contrast to American surgery, 
which had always been good," the standard of medi- 
cal practice was inferior even to a wretched Euro- 
pean pattern. Its armamentarium consisted of a 
practically worthless, but certainly not harmless, 
polypharmacy supplemented by bleeding, purging, 
blistering, leeching, and puking: savage customs that 
sprang from the very dawn of civilization. Quinine 
was consumed by the ton as a staple cure for any 
fever. The enthusiastic followers of Rush and Cooke 
administered calomel in heroic doses. Indeed, so 
widespread was the practice that the symptoms of 
mercurial poisoning became confused with those of 
the fevers calomel was supposed to cure. It was for 
good reason that an anonymous rhymester wrote in 
an 1825 Virginia newspaper:"™ 


Physicians hear a friendly voice, 
Receive my council, take advice, 
Be not offended, tho’ I tell, 
The dire effects of Calomel. 


And when I do resign my breath 
Pray let me die a natural death, 

And bid you all a long farewell, 
Without one dose of Calomel. 


The fact was that from the mid-eighteenth century 
onward the medical profession the world over had 
become the object of an ever-mounting cynical dis- 
trust on the part of the public. Historian Richard 
Shryock" has attributed this trend to several factors: 


The “rising standards in the general level of public 
education . . . expanding publishing facilities made 
it easier for critics . . . to gain a hearing . . . then 
there was the increasing contrast between practical 
success in physical science and the continued failure 
of medicine to contribute to human welfare on any- 
thing like the same scale.” 

The general distrust of the medical profession was 
emphasized on the new frontier by its special cir- 
cumstances. Poverty engendered a widespread and 
sometimes well founded opinion that too often the 
physician’s motive was selfish and mercenary rather 
than humanitarian and altruistic. There was slight 
difference between outright quacks and the crude, 
coarse, ignorant graduates of the “diploma mills” 
that were springing up. Méistrust, gullibility, and 
desperation prompted dependence on the therapeutic 
virtues of highly advertised patent medicines and 
secret nostroms from which so-called ethical physi- 
cians reaped huge profits. The afflicted fared nearly 
as well with “granny-women,” faith healers, and In- 
dian shamen as with expensive doctors who sagely 
debated the rationale of nihilism versus drugging 
while their patients died. 


The reform movement 


From the more enlightened element within the 
medical fraternity came scathing denouncement of 
its methods. No less a personage than Dr. Oliver 
Wendell Holmes’* stunned his fellow-members of 
the Massachusetts Medical Society by stating his 
firm belief that “if the whole materia medica, as now 
used, could be sunk to the bottom of the sea, it 
would be all the better for mankind, and all the 
worse for the fishes.”¢ 

With the reforms of Stahl a wave of therapeutic 
nihilism originated on the continent. By the 1850's 
it had swept the whole province of medicine, though 
it only served to discourage the generation that wit- 
nessed its appearance.’ Suffering mankind found lit- 
tle solace in the atmosphere of depressing conserva- 
tism that prompted one country practitioner to write, 
“It is better to let your patients die with the ‘power- 
ful operation’ of bread pills and colored drops from 
the ‘north side of the well’ than to suffer medication 
misapplied.”"* 

Therapeutic nihilism was, however, but one step 
in the right direction. The healing art required posi- 
tive action: a reformation. At the dawn of the nine- 
teenth century, from diverse and unexpected places, 
in bizarre and far-fetched modes, the harbingers of a 
medical revolution appeared. In Germany the pseu- 
doscience of phrenology was promulgated by Gall; 
in nearby Vienna, Franz Anton Mesmer pursued his 
hypnotic doctrine of “magnetic therapy.” John Brown 
of Scotland devised the new system of Brunonism. 
More fearful was the physiologism of the French- 
man Broussais, whose followers bled their patients 
white. The sects vitalism, animism, Grahamism, hy- 
tThis statement made in an address before the Massachusetts Medical 
Association at its Annual Meeting on May 30, 1860, caused such a 
furor in the profession that Holmes later modified his statement. In the 
preface to the revised edition of Medical Essays, dated August 3, 1891, 


Holmes says, “Thirty years ago I expressed myself with more vivacity 
than I should show if I were writing on the same subject today.’ 
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drotherapy, and Naturphilosophie each had their 
day. The powerful therapeutic school, homeopathy, 
appeared in Germany; but rather than reforming 
polypharmacy it perverted it in new and fantastic 
ways. However, in their belief that the potency of 
a drug was increased by dilution, the followers of 
Hahnemann inadvertently rendered mankind a val- 
uable service. 

European developments were soon to make their 
impression on North America; yet Yankee creative- 
ness was not to sit idly by. Even before the begin- 
ning of the last century, Philadelphian Benjamin 
Rush proposed “a more simple and consistent sys- 
tem.” It turned out that the heroic purging and 
blood-letting of Rush’s medical reform claimed more 
lives than its contemporary political reform, the 
American Revolution—among them its Commander- 
in-Chief! Another American systematizer, Dr. John 
E. Cooke, subsequently carried the use of calomel 
and the lancet to unheard-of extremes in the South 
and West.’ Samuel Thomson, a new England farmer, 
noted that while “heavy metals pull downward,” 
plants grow upward, and therefore they must be 
more efficacious; on this basis he established a sys- 
tem of herb healing. Thomsonianism became so ex- 
tensively accepted that over the objections of the 
founder, numerous medical schools were established 
to teach its 

Much later in the nineteenth century another lay 
person, Mary Baker Eddy, founded the healing sys- 
tem of Christian Science. 

As an intellectual discipline, medicine is regarded 
as both a science and an art. On the other hand, the 
voice of medicine is the Medical Association—a so- 
ciopolitical entity. By the middle of the nineteenth 
century, American medicine spoke with three diverse 
voices. Loudest was that of the established “regu- 
lars” who were sometimes referred to as “old school” 
or “allopathic” by their protagonists. Opposed to 
regular medicine were two schools that had their 
roots in European reform: Hahnemann’s homeop- 
athy, and the eclectic school of the Scotsman Ben- 
nett.?° A national homeopathic medical society was 
organized in the United States in 1844.'° Seven years 
later the eclectics, or “choosing school,” formed the 
National Eclectic Medical Association. A shameful 
and bitter controversy raged between the three for 
well over 50 years. As late as 1905 William Osler 
felt compelled to devote his American farewell ad- 
dress to this “rent in the robe of Aesculapius, wider 
in this country than elsewhere.”"* 

As the “regular” allopaths and the “irregular” 
homeopaths fruitlessly argued the efficacy of the 
tenth degree of potency, unseen forces were concen- 
trating in pioneer America toward a radical break 
with conventional medical practice. 


The man and his background 


It is the conception of this presentation that the 
osteopathic reform was fundamentally a product of 
the American frontier. Isolated in the main from 


- traditional habits of thought, originality and creativ- 


ity bloomed in this virgin land. Yet it is virtually 
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It is the conception of this 
presentation that the osteopathic 
reform was fundamentally a product of 
the American frontier. Isolated 
from traditional habits of 
thought, originality and creativity 


bloomed in this virgin land 


impossible to separate these creative factors from the 
individual through whom they found their expression 
—Andrew Taylor Still. A comprehensive analysis of 
the origin of osteopathy must, therefore, be bio- 
graphic of its founder. 

During the first 9 years of his life, young An- 
drew Still was subject to the powerful physical and 
social influences of the Appalachian Highlands. This 
rugged country was populated by a proud, inde- 
pendent, homespun stock with fierce religious con- 
victions and fanatic sectional prejudices. His parents 
were of such people. 

After his marriage to Martha Moore in 1822, cir- 
cuit rider Abram Still resigned his $80.00-a-year as- 
signment’® and settled down to a local ministry in 
Jonesville, Virginia. Supplementing his meager in- 
come by farming and the practice of medicine, he 
and his wife went about raising a family. In 1834, 
the Reverend Mr. Still accepted a charge in New 
Market, Tennessee, enabling 6-year-old Andrew and 
his two elder brothers to exchange their log school- 
house for Holston Seminary,§ a Methodist educa- 
tional institution. After 3 years of this easy life, the 
call of the frontier and the lure of cheap land 
prompted the zealous parson to sell his farm, ar- 
range for his transfer to the Missouri mission field, 
take his children out of the “fine brick college,” 
and with two wagons and seven horses set out for 
the Western Plains. 

Adversity and heartache were no strangers in Mar- 
tha Still’s household; nevertheless, as her brood 
slogged their way through the steaming Mississippi 
River bottoms, she probably longed for her blue 
Southern hills. Her husband, too, must have had his 
misgivings as the little caravan left St. Louis some 
$700.00 poorer. This substantial sum gained from 
the sale of their Lee County farm’ was “borrowed” 
from “Brother Still” in a weak moment by a city 
preacher. After 7 weeks, weary and bereft, the fam- 
ily set up housekeeping on a prairie farm in the vir- 
gin domain of Macon County. Father Still soon be- 
gan to establish a circuit of the first Methodist 
§The autobiographical notes of Marovia Still Clark” declare her father, 


Abram Still, to have graduated from “Holston M.E. College” in 1820; 
however, Coulter" claims Holston Seminary was not founded until 1831. 
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churches in North Missouri. His sons, with little 
time for schooling, remained home to work the newly 
broken fields. 

The Reverend Abram Still was a rigid disciplinari- 
an, a man of firm convictions. While yet in the 
Southern Highlands—the land of abolitionist-hating 
Union-loving, Parson Brownlow, whom the Stills one 
doubtedly knew'’—he took his stand as an “anti- 
slavery man.” Although Southern-bred, he had con- 
cluded for himself that “human slavery was [not] of 
Divine origin.”*? His abolitionist sentiments were 
sullenly tolerated in slave-owning Missouri until the 
Methodist Church split over the issue in 1844. Reso- 
lutely rejecting the Southern branch, Still attached 
himself to the Northern Iowa conference. For the 
next 8 years this man of God became an object of 
fierce regional hatred. Indeed, the entire Still family 
was subjected to indignation, violence, and isolation, 
Powerful human influences were exerting themselves 
on Abram Still’s impressionable 16-year-old son. 

During the next 4 years, Drew, as he was called, 
intermittently completed his formal education in the 
local country school and at a LaPlata (Missouri) 
Presbyterian institution. In 1849, at the age of 21, 
he married Mary M. Vaughn. As a wedding present, 
a July hailstorm totally destroyed his promising 60- 
acre corn crop and the new husband was impelled 
to accept a $15.00 a month teaching job to sustain 
himself and his bride through the winter. It was 
about this time that Andrew followed the example of 
his eldest brother, Edward, and began seriously to 
study medicine under the tutelage of his father. For 
more than 25 years, the senior Still had success- 
fully combined the ministry of the soul with that of 
the body. Thus, by accompanying his father on his 
daily rounds and assiduously “reading medicine” 
during his spare time, Andrew Still acquired the 
customary training of a frontier doctor. 

Sometime during 1853,|| young Dr. A. T. Still and 
his wife left Missouri to join his father who, 2 years 
before, had been appointed a missionary to the 
Shawnee Indians in the Kansas Territory. The fol- 
lowing spring Congress enacted the Kansas-Nebraska 
Bill which opened up the Indian Lands for white 
settlement. The new law embodied the provision 
that the Territory was to determine for itself whether 
it was to be slave or free. The border counties of 
Western Missouri, with their holders of some 50,000 
slaves, held themselves ready to rush across the line 
and secure Kansas Territory, so vital to the Southern 
cause. Meanwhile the Massachusetts Legislature 
granted the Emigrant Aid Society a charter of 
$5,000,000 to enable it to populate Kansas for the 
North. While Andrew’s wife “taught pappooses” [sic] 
and he and his father ministered to the afflicted In- 
dians (for “Erysipelas, fever, flux, pneumonia and 
cholera prevailed among them”*‘), there gathered 
about: Andrew Taylor Still the storm clouds of the 
most influential period of his life and, indeed, of the 

most momentous period in the history of the nation. 
\|Numerous biographical sources claim that A. T. Still was a scout- 
surgeon for General John C. Fremont during the period 1852-53. Still’s 
Autobiography makes no mention of this, and Nevins** places Fremont 


in Europe for 16 months during 1852-53. He made no explorations 
during this period. 
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“Bloody Kansas” and the aftermath 


White settlers flocked to make their homesteads in 
former Indian lands. Tension over the slavery issue 
mounted in Kansas all through 1855. While a “duly 
elected” pro-Southern legislature went into its first 
session at Pawnee, St. Louis stevedores were unload- 
ing heavy cases marked Books, Lawrence, K. T., al- 
though they remarkably resembled cartons of Sharp’s 
repeating rifles.*> The cauldron seethed as the divid- 
ing line became defined and each side armed. Law- 
lessness prevailed; murder and assassination were 
commonplace. On the twenty-first day of May 1856, 
a mob of “border ruffians” sacked the town of Law- 
rence. Three days later, Andrew Still’s intimate 
friend,** the crazed abolitionist, John Brown, pas- 
sionately retaliated by butchering five unarmed 
Southerners. No wonder the outspoken pro-Northern 
practitioner prudently selected back trails as he 
made his sick calls. 

The following year the intersectional strife was 
compounded by the election of two territorial legis- 
latures. In opposition to the political body that was 
framing a slavery constitution at Lecompton, the 
free-state settlers elected their own House of Repre- 
sentatives. Among them, from the lower district, 
was a 28-year-old physician, Andrew Still. After 
months of oratory and cussin’, intrigue, and vehe- 
mence the North finally “took over” Kansas Territory. 
The reluctant politician returned home from the 
legislative wars “to follow the practice of medicine 
and saw lumber”?’ in relative peace, for the tornado 
of violence had moved on into Southeastern Kansas. 
Mary Still did not live to see the fruition of her hus- 
band’s congressional labors, for she died 1 month 
before the adoption of the Wyandotte Constitution, 
leaving three small children to share his grief. 

The frontier doctor divided his time between legis- 
lative responsibilities, his sawmills, and the sick. Aft- 
er another summer the uneasy peace that had settled 
over the drought-scorched banks of the Wakarusa 
began to stir ominously. Andrew Still celebrated the 
election of Abraham Lincoln by marrying a Vassar- 
educated{ school teacher,?* Mary E. Turner. Shortly 
thereafter, the Union acquired the new state of 
Kansas; and lost thirteen others as the nation plunged 
into the fratricidal blood-path of civil war. A. T. 
Still promptly enlisted in the Ninth Kansas Cavalry 
to help settle the question of human slavery in the 
United States once and for all. 

After the Battle of Pea-Ridge, Still’s# regiment 
was demobilized and he returned home to organize 
a militia company. Subsequently, the consolidated 
Twenty-First Kansas Militia commissioned him its 
major. Home duty was no less hazardous than the 
battlefields, for border violence developed into a 
state of continuous guerilla warfare. On an August 
According to C. E. Still*® his mother, Mary Elvira ‘Turner Still, the 
daughter of a New York physician, was ed d at “ Fe- 


male Seminary . . . afterwards named Vassar Female Seminary, and 
later Vassar College.” 


#It appears from fragmentary evidence that Still was attached to the 
Medical Corps. H. G. Swanson says in personal communication that he 


served “in the Medical Corps of the Department of Western Missouri 
and in charge of the Federal Hospital at Harrisonville, Missouri.” In 
subsequent militia duty, he served as a field officer. 


It is virtually impossible to 
separate these creative factors from 
the individual through whom they 
found their expression—Andrew 
Taylor Still. A comprehensive analysis 
of the origin of osteopathy must, 


therefore, be biographic of its founder 


morning of 1863, 200 horsemen with orders to “kill 
every man and burn every house”’’ charged into 
sleeping Lawrence. By noon 183 men and boys were 
slaughtered. As Quantrell and his raiders languished 
at their lunch, the streets thronged with distraught 
mothers and wives, their homes ablaze, their men- 
folk gone. 

By the fall of 1864 the fortunes of war were run- 
ning hard against the South. In Missouri, Confed- 
erate Major General Sterling Price, stung by defeats 
at St. Louis and Jefferson City, was driving a last 
desperate spearhead westward. Reinforced by the 
infamous Quantrell he approached Kansas City with 
“some 15,000 men and 20 pieces of artillery.”*° All 
militia regiments from Kansas were rushed across the 
border and entrenched for 6 miles along the banks 
of the Big Blue. Action at Lexington on October 20 
and at Independence on the following day failed to 
stem Price’s advance. On October 23 and 24, as the 
Army of Missouri hurled itself into the Kansas 
breastworks, Major Still and his Twenty-First Regi- 
ment were completely immersed in the red fury of 
war. The Battle of Westport resulted in a resounding 
Northern victory. After a 3-day pursuit, its work 
finished, the Twenty-First was disbanded. His life’s 
most violent epic at an end, regimental commander 
Andrew Still returned to his home on the Kansas 
prairie. 


Peace and production 


The ensuing decade (1864-1874) encompassed a 
creative period that was to bring forth the long- 
germinating reformation in American medicine and 
in the same process make Still one of the most con- 
troversial figures of his day. Yet, he was too much a 
son of the soil to devote his postwar energies entirely 
to medicine. His mechanical inclination and inven- 
tive genius served to enhance a pioneer’s fascination 
with farm machinery. During this time Andrew 
originated an improvement on the mowing machine 
which enabled the grain to be ejected from the 
mower in bundles. With an eye to his own comfort 
rather than his purse, he turned his fertile mind 
toward the perfection of a labor-saving butter churn. 
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Another of his mechanical inventions was an ingeni- 
ous heat-conserving chimney flue.*! 

But first, and foremost, Andrew Still was a physi- 
cian of the western plains. Here he had encountered 
and experienced human affliction in its most miser- 
able state. Differing from many of his medical 
friends, Still was uncommonly aware of the utter 
futility of calomel and quinine in the face of small- 
pox, pneumonia, meningitis, and dysentery. Back in 
1855, the first seeds of dissatisfaction with conven- 
tional healing methods had been planted by an 
Abolitionist comrade, Major Abbott.** While the 
two were in hiding from a pro-slave posse, Yankee- 
educated Abbott expressed to the appalled young 
doctor his complete contempt for the medical prac- 
tice of their day. This germ of uncertainty gave way 
to a growing disillusionment when Still’s beloved 
wife, Mary, died of cholera shortly thereafter. But it 
was not until he stood at the silent graveside of his 
own three children that the awful shock of the total 
incompetence of his pills and potions burst upon 
him. Despite the faithful attendance of “the most 
learned . . . doctors in the land,”** nothing could stay 
his motherless little ones from the grim hand of 
meningitis. Even more frustrating than his sense of 
utter inadequacy was the beginning evidence that 
the presence of the physician might actually be a 
menace. Still observed that “where the doctors were 
shut out, the children did not die.”** 

Why, this restless pioneer doctor wondered, were 
the remedies he used so impotent? Could it be the 
way he applied them? Was it perhaps due to some 
deficiency in his own apprenticeship training? Or 
was Major Abbott altogether right? With native 
frankness the reputable Doctor Still disallowed his 
early preparation and the 15 years of rich practice 
experience and resolved to acquire a “formal” medi- 
cal education, “the last step . . . taken by a minority 
of Kansas doctors in the first quarter-century of the 
state’s history.”** Taking leave of his understanding 
second wife, who was to shortly give birth to their 
first child, Andrew enrolled in Kansas City Medical 
School?* where he remained until 1866.++ Despite his 
orthodox training obtained at so great a sacrifice, his 
skepticism in polypharmacy and its allied practices 
continued to grow. 

Thus, even before the Civil War was concluded, 
desperate human needs were forging yet another re- 
bellion: freedom from intellectual servility to custom. 
With an abolitionist’s zeal and a missionary’s fervor, 
Andrew Still cast aside the shackles of orthodox 
practice and set out on his own to search for truth. 

Within a remarkably short time he formulated a 
crude but amazingly incisive and completely revolu- 
tionary theory of health and disease. Not content 
with this, Still subsequently devised an unconven- 
tional but highly successful therapeutic method 
°°Most likely the celebrated James B. Abbott who lived at Blue Mound 
where the Stills moved in 1854 following the closure of the Shawnee 


Indian Mission.” Nichols® refers to “Abbott’s Blue Mound Infantry” 
of which Still was probably a member. 


+tIt remains to be documented whether A. T. Still was awarded the 
degree M.D., by Kansas City Medical School. He stoutly maintained 
this to be so. Regardless, “As late as 1878 a majority of the doctors 
listed in the Wichita (Kansas) Business Directory . . . did not possess 
a medical degree.” 
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through which he applied his concept. By 1874 he 
was thoroughly satisfied with the soundness of his 
new system. With his medical colleagues aghast at 
his audacity and his friends alarmed at this noncon- 
formity, Andrew Taylor Still flung his banner to the 
breeze in uninhibited Western style. 


Summary 


The purpose of this biographical reconnaissance 
of the great frontier has been to illustrate some of 
the powerful synthetic forces that were at work in 
American life and particularly in American medicine 
of the nineteenth century. It is my conclusion that 
the origin of the osteopathic movement was some- 
thing more than just a “discovery” by a truly re- 
markable man. It was a reformation that was 
wrought and sustained by a special environment to 
fill a particular social need: a new orientation in the 
healing art. 

The theme of this Sixty-Third Annual Convention 
of the American Osteopathic Association is Unfold- 
ing Horizons in Osteopathic Medicine. How becom- 
ing it is for a worthy profession to pause to search 
for new horizons of human service! What does the 
“social concept” of osteopathy mean in today’s cir- 
cumstance? The cholera of the 1800's is the heart 
disease of the 1950's. The smallpox of Indian chil- 
dren is the leukemia of our own. The yellow fever 
of the Mississippi Valley is the psychosis of modern 
America. 

The genetic forces of the past are with us yet. 
Only their garb is new. Even now, society ordains 
an enlightened, courageous, unshackled, resolute, 
continuing reorientation in American medicine. 

1141 N. Hampton Rd. 
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The historical development 


of physical medicine* 
PHILIP J. RASCH, Ph.D.,+ Los Angeles, California 


According to nature enthusiasts, aging bears have 
been observed to seek the solace of hot springs to 
relieve their aches and pains. If this is true, man’s 
prehuman ancestors may have done the same thing. 
We are thus faced with the problem of discussing in 
30 minutes the history of a form of medical treat- 
ment which may be older than man himself! 


Massage and early modalities 


Probably primitive man’s first physical medicine 
modality was massage; the instinctive urge to rub 
an aching head or knead sore muscles is familiar to 
all of us. Resort to the soothing effects of heliother- 
apy and hydrotherapy likely came next. What may 
have been written about these modalities by the 
physician of the earliest cultures is unknown, but by 
the time of the Egyptians (c. 3000 B.C.) an extensive 
medical literature was in existence. The therapeutic 
processes recommended in it are on the whole rela- 
tively simple and emphasize natural restorative proc- 
esses. There appears to have been little or no specu- 
lation regarding the etiology of disease; hence 
treatment was largely empirical and, with due regard 
to the state of knowledge at the time, probably quite 
appropriate. Presumably certain forms of physical 
*Presented as part of a symposium on The Historical Evolution of Os- 
teopathic Medicine, at the Annual Convention of the American Osteo- 
pathic Association, Chicago, July 15, 1959. 


+Dr. Rasch is Director of the Biokinetics Research Laboratory, College 
of Osteopathic Physicians and Surgeons, Los Angeles, California, 
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medical treatment became codified in the Orient 
about the same time, since a system of medical gym- 
nastics is said to have been utilized by Tschi Sung 
Tin about 2500 B.C.,* and the Taoist priests of the 
same era were employing a series of ritualistic posi- 
tions and breathing routines termed cong fou.* 


Greek practices * It was not until the era of Hip- 
pocrates and his followers that a coherent and ra- 
tional approach to medical treatment appeared. 
Hippocrates, “the father of medicine,” and his dis- 
ciples taught that the inherent recuperative powers 
of the human organism, the so-called vis medicatrix 
naturae, were often sufficient to cure minor illnesses, 
and were sometimes the sole reliance of the physi- 
cian confronted with an acute disease.* They viewed 
health as the absence of disease, and judged it pri- 
marily by the general appearance of the body. The 
best time to observe a client’s well-being was con- 
sidered to be while he was exercising in the nude in 
the gymnasium. For better or worse, Hippocrates 
was concerned with the individual rather than with 
the disease. 

As might be anticipated with physicians whose 
primary aim was to preserve health, exercise and 
dietetics were the basis of the regimen which they 
imposed on their patients. Some of the ancient texts 
held that health results from maintenance of the 
right ratio between exercise and nourishment, while 
illness was the result of their imbalance. Only if 
diet failed were drugs used; surgery, of course, was 
a last resort. In an era in which exercise and dietetics 
were virtually synonymous with medicine, medical 
practice was largely confined to physical medicine. 
For example, in discussing certain deformities of the 
spine Hippocrates described a form of treatment in 
which the patient was laid on a ladder padded with 
leather cushions, his feet, legs, groin, chest, and head 
fastened to the ladder and his arms secured at his 
sides. The ladder was then hoisted aloft and shaken, 
the patient being head up or head down according 
to the diagnosis. For certain backward projections 
of the spine the patient was tied to a bench. The 
physician placed his palms on the hump and pressed 
downward and towards the head or towards the hips, 
as the circumstances indicated. In other cases a 
wrestler might be called upon to apply pressure to 
the hump, or the patient might be stretched on an 
apparatus closely resembling the rack of the me- 
dieval torture chambers.* 


Roman practices * Much of the Greek medical 
thought was transmitted to the Romans. Under the 
influence of Asclepiades (c. 124 B.C.) the goal of 
therapy was considered to be restoration of the nor- 
mal movement of the primary_corpuscles, which had 
become disturbed by the pathologic process. Dietary 
regulation, hydrotherapy, wine drinking, massage, 
regulation of sleep, and physical exercise were the 
methods of choice.* 

Asclepiades prepared the way for the Methodists, 
who taught that all diseases were caused primarily 
by abnormal constriction or relaxation of the body. 
Therapeutic measures consisted of treatments which 
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relaxed the parts which were constricted: or con- 
stricted the parts which were relaxed. Great stress 
was placed on massage, exercise, hydrotherapy, and 
similar modalities. 

Galen (131-201 A.D.), who tended the gladiators 
for the ruler of Pergamum, in Asia Minor, appears 
to have been the first team physician in history.” As 
would be expected, he had much to say about exer- 
cise and massage. He stressed the importance of 
massage before vigorous activity, contending that it 
softened the body, diluted the excrements, and di- 
lated the ducts, so that the danger of breaking or 
stretching some of the firm parts was obviated.® 

From the treatments utilized by the early Greeks 
and Romans three modalities have descended almost 
unchanged to our time: massage, hydrotherapy, and 
exercise. The history of physical medicine is largely 
a study of the uses made of them through the cen- 
turies. 

Of massage we shall say but little. There seems 
to be comparatively slight evidence to substantiate 
the claims sometimes made for its physical benefits,’ 
but no one will deny that there are cases in which it 
is helpful. The part played by the “laying on of the 
hands” in massive remains to be satisfactory eluci- 
dated, but its role may prove to be more important 
than has generally been recognized. 


Hydrotherapy * A very early form of hydrotherapy 
is represented by the sweat bath, a custom found 
among the Scythians, Slavs, Finns, and American In- 
dians, among others. Rather extensive claims have 
been made for its physiologic effects, and steam 
baths have become an integral part of some private 
gymnasia and clubs. At one time such baths were in 
use at thirteen Strategic Air Command bases.° How- 
ever, there appears to be no evidence of any tenden- 
cy on the part of physiatrists to incorporate them 
into normal physical medicine procedures. 


Use of spas * Balneology attained great popularity 
during the early Roman Empire. Wherever the le- 
gionnaires penetrated they made use of the mineral 
springs found in profusion in Europe. These spas 
retained their popularity throughout the Dark Ages, 
as is shown by the fact that in 1553 Thomas Guinta 
edited On Baths, a book of nearly 100 pages, which 


Hippocrates and his disciples taught 
that the inherent recuperative 
powers of the human organism, the 
so-called vis medicatrix naturae, were 
often sufficient to cure minor illnesses 
and were sometimes the sole reliance 


of the physician in acute disease 
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gave a detailed account of hot, cold, sweat, and sea 
baths. Over 100 spas were described and the me- 
dicinal virtues of their waters discussed."® The Euro- 
pean spas have very largely retained public favor as 
health resorts. On the Continent balneology is stil] 
viewed as a medical specialty and is said to receive 
great attention in the Soviet Union. It has ben esti- 
mated that some 4,000,000 patients are annually re- 
ferred to European spas for treatment." 

Similar institutions arose in North America in early 
Colonial days, perhaps the best known being at Sara- 
toga, New York. Unfortunately, these often devel- 
oped into gambling and social centers. When the 
advent of the automobile changed the vacation 
habits of the nation, the spas fell into decay. In 1946 
Sigerist estimated that there were probably only two 
or three spas in the United States attempting a se- 
rious medical regimen.’? Best known, of course, is 
the famed foundation at Warm Springs, Georgia. 


Modern hydrotherapy * In the United States hy- 
drotherapy now appears predominately in one of 
two forms: 

1. The whirlpool bath, which is widely used in 
treatment of certain athletic traumata and similar 
injuries. Mennell'® has emphasized that this modal- 
ity may actually be harmful unless it is accompanied 
by muscular activity on the part of the patient. 

2. The swimming pool. This has two distinct as- 
pects. First, in general medical use it may be utilized 
to support enfeebled limbs and thus enable them to 
exercises. At the same time it furnishes a mild re- 
sistance which enables the individual to develop his 
muscular strength. In a neuropsychiatric hospital it 
provides freedom of movement, combined with the 
innervating effects of exercise and heat, for the hy- 
peractive patient. In many mental hospitals hydro- 
gymnastics have largely eliminated the use of hydro- 
therapy packs as means of restraint. In hospitals 
which do not possess swimming pools, some of their 
advantages have been obtained by use of the Guthrie 
Smith suspension apparatus." 

Much of the benefit of these forms of treatment 
results from the fact that they increase body tem- 
perature. In our own day the efficiency of the appli- 
cation of heat has been greatly increased by the in- 
vention of infrared, diathermy, ultrasonic, and similar 
apparatus. These improvements do not alter the 
underlying physiologic principles and for the most 
part represent improvements in technic rather than 
any change in basic approach. Limitation of space 
will not permit their development to be considered 
here. Exercise, however, is quite another matter. 


Exercise 


Influence of Mercurialis * With the fall of the Ro- 
man Empire the role of exercise in physical medi- 
cine entered into an eclipse. Regimen Sanitatis 
Salernitanum, the first medieval health book, men- 
tions therapeutic exercise only in connection with 
the treatment of indigestion.° This attitude was 
greatly changed after the publication of Six Books on 
the Art of Gymnastics, by Hieronymus Mercurialis, 
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in 1569. Mercurialis considered gymnastics as having 
only medical value, and he examined each exercise 
from the standpoint of its relation to health. He 


classified gymnastics into preventive exercise for the . 


healthy, and therapeutic exercise for the ill. Basing 
his teachings on the theories of Hippocrates, he es- 
tablished the following principles for medical gym- 
nastics: *° 

1. Each exercise should preserve the existent nor- 
mal healthy state. 

2. Exercise should not disturb the harmony be- 
tween the principal humours. 

3. Each exercise should be suited to certain fixed 
parts of the body. 

4, All healthy people must be interested in gym- 
nastics and regular exercise. 

5. Sick people are permitted only such exercises 
as do not exacerbate the existing condition of the 
patients; exact diagnosis must be the basis for such 
individualized treatment. 

6. Convalescent, weak, and older persons should 
have special exercise. 

7. Persons who lead a sedentary life, as well as 
scientists and prisoners, urgently need gymnastics. 

Passive gymnastics were recommended for pa- 
tients confined to bed for extended periods. These 
were achieved by use of swings, or a sea voyage 
might be prescribed to secure the same effects. 
Breathing exercises and massage were also pre- 
scribed. Drugs, on the other hand, were considered 
to poison and weaken the body, although a purga- 
tive might be taken before exercise. So influential 
was this book that Cotten has commented: “In 
reality, all the books on gymnastics in the next cen- 
turies are based on this standard work of Mer- 
curialis.” 


Seventeenth and eighteenth century contributions 
¢ Valuable as these empirical manuals may have 
been to physicians of that era, more important was 
the fact that this period witnessed the beginning of 
the scientific approach to physical medicine. The 
physical discoveries of Galileo Galilei (1564-1643) 
“gave impetus to the study of mechanical events in 
mathematical terms, which in turn provided a basis 
for the emergence of kinesiology as a science.”?” 
His principles of measurement were first applied to 
biologic problems by Sanctorius Sanctorius (1561- 
1636). Upon their writings, and those of Harvey, 
were based the teachings of the Iatrophysicists, who 
aftempted to explain the workings of the body on 
purely mechanical principles. One of the earliest 
‘leaders of this school was the famous French philoso- 
pher René Descartes (1596-1650), whose posthu- 
mously published text L’Homme (1662) was the 
first modern book devoted entirely to physiology.*® 
Unfortunately, Descartes was without practical 
knowledge of the science and his theories were often 
grossly erroneous. 

More important and more lasting was the work of 
Giovanni Alfonso Borelli (1608-1679), “the founder 
of modern biomechanics of the locomotor system.”"* 
He achieved considerable success in describing the 
mechanical principles involved in the locomotion of 


the mammal, the bird, and the fish, but went badly 
astray in trying to explain chemical processes, such 
as digestion and the function of the glands, upon 
purely mechanical terms. Both the Iatrophysicists, 
and their opponents, the Iatrochemists, who attempt- 
ed to explain all bodily functions on a chemical basis, 
represented overenthusiastic approaches and suffered 
from their premature efforts to apply basic scientific 
data to clinical medicine. Their theories and termi- 
nology have long since been discarded, but some of 
their contributions still survive and are credited with 
forming the basis of modern rational medicine."® 
A few other workers of this time must also be men- 

tioned: Nicholas Andre (1658-1742), who held that 
skeletal deformities result from muscular imbalances 
during childhood, and coined the word “orthopedist” 
to designate the physician who prescribed corrective 
exercise; Frangois Xavier Bichat (1771-1802), who. 
is regarded as the author of the modern concept of 
structure as the basis of function; and Per Hendrik 
Ling (1776-1839), who converted the orthopedic 
gymnastics of his time directly into the familiar 
Swedish system, are especially important. Many 
others whose names space will not permit us to men- 
tion, but without whose work physical medicine 
would not have attained its present effectiveness, 
made contributions almost equally important. For 
all practical purposes, by the time of the French 
Revolution therapeutic exercise, often termed me- 
chanotherapy on the Continent, had attained the 
form in which it remained down to our own time. 


Modern developments * Swedish medical gym- 
nastics were introduced into the United States in 
1883, but failed to gain the popularity which they 
attained in their homeland. American physicians as 
a whole were slow to accept the idea of exercise as 
a modality of physical medicine, and rest tended to 
become the supposed cure-all. There were, of course, 
far sighted doctors, such as S. Weir Mitchell and 
Dudley A. Sargent, who took exception to this “do 
nothing” doctrine. R. Tait McKenzie’s Exercise in 
Education and Medicine** met with deserved popu- 
larity, and Robert W. Lovett’s ideas on the impor- 
tance of muscle training in the treatment of infantile 
paralysis were widely accepted. Licht has declared 
that “the ambulation of paraplegics is the greatest of 
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all achievements in the history of therapeutic exer- 
cise.”’ These technics were introduced by Lovett’s 
assistant, Miss Wilhelmine G. Wright. 

Nevertheless, therapeutic exercise as an integral 
part of physical medicine and rehabilitation is large- 
ly an outcome of World War II. During the early 
air raids the British physicians found themselves over- 
loaded with patients. In despair they called upon 
the nation’s physical educators for help. So encour- 
aging was the result that on April 15, 1943, Colonel 
Frank Stinchfield, of the American Army, sponsored 
a school for physical reconditioning instructors at 
the 30th Station Hospital, Coventry, England. Dur- 
ing 1943 and 1944 Army schools for physical recon- 
ditioning instructors were established in the United 
States. Officers were trained at Washington and Lee 
University in Virginia; enlisted men at Camp Grant, 
Illinois. After the war the Armed Forces active con- 
valescent program and many of its personnel were 
taken over by the Veterans Administration."® 

Civilian physicians were quick to recognize the 
worth of this reinsistence on the value of exercise. A 
powerful voice on its behalf was Dock’s?® paper en- 
titled “The Evil Sequelae of Complete Bed Rest,” 
and Hellebrandt?! commented: 


That rest of the affected part is necessary for recovery from 
disease is one of the oldest aphorisms in clinical medicine. 
. . . When this regimen of disuse is protracted, it creates de- 
terioration of function in normal organ systems, delaying the 
ability to resume physical work and muscular activity once 
recovery from the specific injury or disease has occurred. . . . 
The recent demonstration of how much can be done to expe- 
dite the return of normal function by the systematic use of 
judiciously administered exercise, graded in dosage, is one of 
the important contributions of the period to human knowl- 
edge. 


Unquestionably, however, the driving force behind 
the use of physical training programs to accelerate 
convalescence has been Dr. Howard A. Rusk, to 
whom all future physiatrists will owe a debt of grati- 
tude. 


Modern modalities 


Progressive resistance exercises * Gallagher and 
DeLorme” have frankly proclaimed that the use of 
progressive resistance exercises represents a direct 
challenge to the type of philosophy which empha- 
sizes the avoidance of strain and fatigue rather 
than the development of fitness. Perhaps the intro- 
duction of this new philosophy into physical medi- 
cine and rehabilitation is one of the reasons that 
men are now being drawn to various therapeutic 
specialties which were once the almost exclusive 
domain of women. As a corollary to the philosophy 
of preparing the patient to withstand stress rather 
than avoid it, O’Malley** has emphasized the im- 
portance of analyzing the different personality types 
attracted to medical work. The physiotherapists, he 
comments, are the type of persons who wish to do 
things to patients, and as a result are inclined to 
prolong their period of dependence. On the other 
hand the corrective therapists (called remedial 
gymnasts in Great Britain), wish to do things with 
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patients. They are the right type to stimulate an 
atmosphere of recovery and independence, but are 
not so useful in the early stages of recovery. Ip 
all likelihood the spreading of the gospel of aiding 
the patient to do something for himself will prove 
to be the outstanding contribution made to rehabili- 
tation by the corrective therapists and remedial 
gymnasts. It is probably highly significant that both 
of these groups are almost entirely male and are 
composed of trained physical educators. 

Progressive resistance exercise has now come to 
play a major role in the departments of physical 
medicine and rehabilitation in all progressive hos- 
pitals and institutions in the United States, regard- 
less of whether they are general medical and surgical 
or neuropsychiatric in nature. With its place se- 
curely established, the attention of the physiatrist 
has gone on to other new and promising methods. 
Among them may be mentioned the proprioceptive 
facilitation of Herman Kabat, the reflex technics of 
Temple Fay, the cross-education observations of 
Frances Hellebrandt, the mobilization theories of 
Harvey Billig, and the relaxation methods advocated 
by a number of other writers. 


Electrotherapy * Perhaps one more area within 
physical medicine should be properly attributed to 
the ancients: surprisingly enough, that of electro- 
therapy. At least it is said that the first use of 
electricity in medicine occurred in the reign of the 
Roman emperor Tiberius (14-37 A.D.), when a 
freedman named Anthero stepped on an electric 
ray and was cured of the gout.** Be this as it may, 
it was not until the 18th century that Luigi Galvani 
(1737-1798), Alessandro Volta (1745-1827), and 
others made the first scientific studies of the elec- 
trical potentials of muscles. From their original 
research has arisen the bewildering array of elec- 
trical apparatus which the physiatrist now employs 
as a matter of routine. 

Such equipment is most generally used for diag- 
nostic or therapeutic work, but it has greatly ex- 
tended the physiatrist’s ability to perform one of 
his primary duties: research. Dr. A. C. Ivy,”* of the 
University of Illinois, has said: 


Physical Medicine is a branch of clinical science which is 
almost entirely an experimental science. This is because 
it is a field which is almost entirely therapeutic in scope 
and because of its very close relationship to physiology. 
It must build on physiology, using primarily the tools of 
physics and chemistry. 


The role of research in physical medicine is es- 
pecially important to osteopathic physicians because 


of the critical attitude taken by allopathic physicians 
toward the concept of the “osteopathic lesion.” 


Manipulation * The developments in manipulative 
treatment during the centuries after Hippocrates 
are obscure. Presumably, at least some of its tech- 
nics survived among the so-called “bone setters” and 
others, but we do not return to historical data until 
the years following the American War Between the 
States, when Andrew Taylor Still (1828-1917) in- 
troduced the osteopathic concept in an attempt to 
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place medical treatment upon a more rational and 
scientific basis. Viewed historically this represented 
a return to the Hippocratic tradition, with perhaps 
some overtones from Bichat’s work. Like Hip- 
pocrates, Still emphasized the vis medicatrix natu- 
rae; like Bichat, he stressed the importance of the 
relationship of structure to function. 

But even as the first class of students was study- 
ing in his college, the Cohnheim-Welch concept of 
adaptation in pathologic process was being ad- 
vanced. Briefly, this holds that we have no reason 
to suppose the body possesses properties designed 
to meet pathologic emergencies; that the adjust- 
ments it makes to such emergencies may be harm- 
ful; and that treatment based on the vis medicatrix 
naturae rest upon an insecure foundation.?*-?" Philo- 
sophically considered, the stage was set for a perfect 
illustration of Hegel’s dialectic law. It might have 
been anticipated that the clash between Still’s thesis 
and the Cohnheim-Welch antithesis would have 
produced a synthesis which would have made a 
substantial contribution to the science of medicine. 
Instead the argument became involved in person- 
alities and financial considerations, and such re- 
search as was done on the osteopathic concept was 
largely of a nature which is not “acceptable to 
present-day biologic scientists.”** 

In 1920 the report of the Baruch Committee on 
Physical Medicine*® urged that the argument be- 
tween the osteopaths and allopaths be conducted 
at the scientific level, but so far this recommendation 
has gone largely unheeded. Nevertheless the prag- 
matic usefulness of the osteopathic concept has 
resulted in its slowly gaining acceptance in allo- 
pathic circles. This is rather amusingly illustrated 
by the frank advice, “‘If you can’t whip ‘em, join 
‘em, at least to the extent of borrowing their tech- 
niques,”*’ which appeared in a comparatively recent 
article in the Canadian Medical Association Journal. 


Rehabilitation 


The word “rehabilitation” in its present sense 
appears to have been first used in a Spanish text, 
Gimnastica Hygienica Medica y Ortopedica, by 
Busque y Torro, published in 1865. 

An important outcome of World War II was a 
“marriage of convenience” between physical medi- 
cine and rehabilitation. The excellent program of 
rehabilitation in the Armed Forces created a de- 
mand for similar services for civilians, but there 
were few doctors in civilian life who had built their 
practice around this specialty. Even today the num- 
ber of physiatrists is said to form only a fraction 
of 1 per cent of the total practitioners.*' Rehabilita- 
tion actually was something of a stepchild until 
the specialists in physical medicine took it under 
their wing. The first separate department of Physical 
Medicine Rehabilitation in a medical school was 
established at New York University in 1946. The 
following year the first civilian rehabilitation wards 
were opened at Bellevue Hospital, in New York 
City. In 1949 the Council on Physical Medicine of 
the American Medical Association changed its name 
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Clinical technics have become 
standardized, but unsolved physiologic 


problems confront us on every hand. 


Those who enter the ancient and 
honorable specialty of physical medicine 
have almost unlimited opportunities to 
contribute to its progress. How they 
respond to this challenge will largely 


determine the future of their specialty 


to the Council on Physical Medicine and Rehabili- 
tation, the American Board of Physical Medicine 
became the American Board of Physical Medicine 
and Rehabilitation, and the American Medical Asso- 
ciation shortly established a new Section on Physical 
Medicine and Rehabilitation as an integral part 
of its organization.** The osteopathic profession 
followed suit by organizing in 1954 an American 
Osteopathic Board of Physical Medicine and Re- 
habilitation to determine appropriate standards of 
education and training necessary for certification 
in the specialty of Physical Medicine and Reha- 
bilitation. Departments of Physical Medicine and 
Rehabilitation or even of Physical Medicine Re- 
habilitation are now an accepted part of hospital 
organization. 


Comment 


The principal value of studying history and thus 
learning how we got where we are is that it may 
enable us to isolate main currents which may give 
us some idea of where we are going. Even such a 
short and incomplete history as this has little value 
unless we can extrapolate from it some indication of 
contemporary trends and thus establish some sort 
of guideposts for the future. As with all forms of 
human endeavor, physical medicine will be largely 
molded by social developments to which it must 
respond but over which it has little or no control. 


Trends in physiatry * It has been shown that since 
World War II Physical Medicine has tended to 
combine with Rehabilitation and that their functions 
have tended to become the concern of the gov- 
ernment and large clinics. It seems evident that this 
trend will continue. This has at least three important 
consequences for physiatrists: 

1. The extent of the services rendered, and con- 
sequently the amount of space, the need for a multi- 
disciplinary staff, and the apparatus required, are 
steadily increasing. The expense involved in estab- 
lishing and administering such an organization is 
making it increasingly difficult (although not im- 
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possible) for the private individual to establish 
himself in the field. 


2. As has been noted earlier, large numbers of 
male therapists have been attracted into physical 
medicine and rehabilitation. Many of them possess 
Ph.D., Ed.D., or other advanced degrees and con- 
sider themselves in every way the peer of those 
with the M.D. or D.O. degree. They insist that they 
work with, not for, the physician. The physiatrist 
in a large organization must therefore be prepared 
to be treated as an equal on the rehabilitation team, 
not as its acknowledged and unquestioned leader. 
Some physicians have found this functioning of the 
democratic group process hard on the ego. 

3. Public servants seldom become wealthy from 
their salaries. Since physiatrists so often are mem- 
bers of a clinic, it is not surprising to find that in a 
study of the mean income in thirty specialty fields 
the physiatrist ranked next to the bottom. The mean 
income for all specialties was $18,010 a year, ranging 
from $13,017 for those in industrial practice to 
$25,040 for the radiologist. The physiatrists aver- 
aged only $13,500.** 

Many physiatrists have expressed dislike of the 
fact that most of their work is with referred patients 
and that they are thus to some extent at the mercy 
of their fellow physicians’ appreciation of the merits 
of their specialty. Neither can it be denied that 
manipulation and other phases of physical medicine 
are often hard work. Nor does physical medicine 
offer the drama and glamor that surrounds the 
surgeon. These factors may make it difficult to 
attract outstanding graduates into the field and 
make them content to remain in it. Those who do 
accept its challenge will be dedicated men to whom 
service to humanity is more important than financial 
considerations or personal prestige. 


Future problems and challenges * We may now 
ask what sort of patients the specialists in physical 
medicine may expect to treat in the foreseeable 
future. Studies of mortality trends among our popu- 
lation clearly reveal that we are experiencing a rise 
in the general age level. Advances in medicine have 
prolonged the lives of persons with impairments, re- 
sulting in a growing proportion of older impaired 
persons in the population. There is an increasing 
excess of females over males, particularly at the 
higher ages. There are today about 10,000,000 be- 
reaved persons in the United States, of whom ap- 
proximately 8,000,000 are widows. Widowhood is 
common at every age; the chances that a wife will 
outlive her husband have steadily increased, and 
the duration of widowhood has lengthened for 
women at every period of life. Many have dependent 
children and must seek gainful employment. This 
will inevitably have an effect on the labor pool and 
on the practice of occupational medicine. The physi- 
atrist may anticipate that an increasing percentage 
of his patients will be females, that the age level of 
these patients will increase, and that the dominant 
problem of a growing number will be restoration of 
vocational fitness.** 

Many of the crippling diseases which once were 
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of primary importance are now being controlled by 
vaccines, the most prominent example, of course 
being poliomyelitis. The major current problems 
are cardiovascular-renal diseases, cancer, and acci- 
dents.*° The role of the physiatrist in the treatment 
of the first two is not clear, but physicians are now 
urging that in cases of skeletal metastatic neoplasia 
every procedure and every prescription must be di- 
rected toward mobilizing the patient and aiding him 
in preservation of function. There appears to be 
steady growth in the tendency to insist on physical 
activity for the tubercular, arthritic, asthmatic, car- 
diac, and many other patients for whom exercise 
was once thought to be contraindicated. The end 
result is almost sure to be a great increase in the 
types of patients whom the physiatrist will be ex- 
pected to treat. 

Automation appears to be just around the corner, 
At least one firm is said to be experimenting with a 
20-hour week as a result of the introduction of auto- 
matic equipment. With such an increase in leisure 
time among the working population, it may be an- 
ticipated that there will be a vastly increased partici- 
pation in athletic sports. The physiatrist is certainly 
the logical man to assume the duties of team physi- 
cian and the practice of sports medicine generally. 

What the physiatrists do with these opportunities 
is largely up to them. We have spoken earlier of the 
need for research. It is a curious fact that, “As yet 
there have been no planned and concentrated efforts 
by experienced investigators to develop an over-all 
research prospective in physical medicine and re- 
habilitation.”** Clinical technics have become stand- 
ardized, but unsolved physiologic problems confront 
us on every hand. Those who enter into the ancient 
and honorable specialty of physical medicine have 
almost unlimited opportunities to contribute to its 
progress. How they respond to this challenge will 
largely determine the future history of their spe- 
cialty. 1721 Griffin Ave. 


The writer is indebted to Miss Mary E. Grinnell, 
Head of the Reference Section, National Library of 
Medicine, and to W. W. W. Pritchard, D.O., for 
their assistance in the preparation of this paper. 
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Greco-Roman healing systems* 


WARD E. PERRIN, D.O.,+ Chicago, Illinois 


Among primitive men and in the great civilizations 
of Egypt and Babylonia the physician evolved from 
the priest in such a way that we can think of a com- 
mon source of origin for religion and medicine. In 
Greece there were two additional sources: the phi- 
losophers and the schools of physicians. 


Cult of Asklepios 


Greek culture was based to some extent upon that 
of Egypt and Babylonia, but the Greeks were not 
especially in awe of their religious teachings. They 
still practiced ancient religious and magical rites, but 
their intrinsic independence of thought and action 
had transformed the old customs into empty con- 
ventional formalities. They sacrificed to Zeus but 
°Presented as part of a symposium on The Historical Development of 


Osteopathic Medicine, at the Sixty-Third Annual Convention of the 
American Osteopathic Association, Chicago, July 15, 1959. 


+Dr. Perrin is Prof of Medici 
teopathy. 


at the Chicago College of Os- 
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joked about his private life, and their priests were 
hard put to keep public interest. The Greek god of 
medicine, Asklepios, with his familiar staff and ser- 
pent which have become the traditional symbol of 
the healing arts, formed the basis of a religious cult 
that spread through the periods of both Greek and 
Roman dominance. The cult flourished mostly in 
places where climatic or hygienic advantages made 
them natural health resorts; the physical surround- 
ings were usually so pleasant as to influence a cure 
in themselves. 

One of the first temples and most famous was the 
one at Epidaurus, a few miles from Athens. If you 
can imagine Hot Springs, Virginia, in a climate like 
Washington, D.C., with a sumptuous theater with a 
seating capacity of 20,000, a stadium 600 feet long 
with a seating capacity of 12,000, and all possible 
accessories of art and science, you will have an idea 
of what this center of healing was like. The patients 
had to submit to careful purification, to bathe care- 
fully, fast for varying periods, and avoid wine and 
certain things in their diet. They were finally al- 


' lowed to enter the temple only when they had been 


adequately prepared by cleansing, inunction, and 
fumigation. This lengthy and detailed procedure was 
accompanied by a solemn service of prayer and sac- 
rifice which tended to excite the imagination. Con- 
sidering this situation it is not surprising that many 
successful cures were obtained. 

The results of temple medicine can be seen in the 
votive tablets which were left behind by grateful 
patients as evidence of their recovery. Naturally, 
there would not be any record of the failures in this 
kind of evidence. One example of the inscriptions 
found on stone votive tablets is, “Oh, blessed Askle- 
pios, God of Healing, it is thanks to thy skill that 
Diophantes hopes to be relieved from his incurable 
and horrible gout, no longer to move like a crab, no 
longer to walk upon thorns, but to have sound feet 
as thou has decreed.” This, like many of the tablets, 
was in the form of an invocation entreating the god 
to bring about a cure, but others were inscribed 
after the cure was effected and gave thanks for cur- 
ing baldness, diseases of the joints, wounds, affec- 
tions of women, and so forth. 

The priests did not neglect the natural means of 
healing; the inscriptions show that great attention 
was paid to diet, exercise, massage, and bathing. 
When necessary, drugs were used, and there was an 
idea that snakes had a knowledge of herbs. There 
are also indications that operations were performed 
and abscesses opened. An unusual treatment of drop- 
sy is recorded on one of the tablets: “Asklepios cut 
off the patient’s head, held him up by the heels and 
let the water run out, then put his head back on.” 
Frequently, as was probably the case here, the treat- 
ment was confused with the dreams experienced 
during the temple sleep or “incubation sleep,” as it 
was called. 


Philosophic theories and practices 


The second source of medicine is from the philoso- 
phers of the period; much medical practice was 
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based on the theories developed by them. Philosoph- 
ic considerations eventually developed the doctrine 
of the four elements. This stated that everything on 
the earth was composed of four simple factors: fire, 
earth, air, and water. These were considered as in- 
terchangeable, mixed manifestations of a primordial 
matter of first principle which came before any one 
of them. This common material substrate is acted 
upon by the qualities or powers resident in the four 
elements. None of these elements is pure; all are 
mixed, and all are interchangeable upon compression 
or rarefaction. The order in which they may be al- 
tered is as follows: fire is compressible into air, 
which in turn is compressible to water, and this into 
earth. The process is represented as reversible. The 
qualities of the elements do not seem to have had 
any special names and are designated as passive. 
They may, however, become manifested as heat, dry- 
ness, coldness, and moisture corresponding respec- 
tively with fire, air, earth, and water. These mani- 
festations are termed “contraries.” Heat and cold 
were said to be active contraries, while dryness and 
moisture were regarded as passive. Cold seems to 
have been associated with whatever was undevel- 
oped and partial, heat with strength and perfection. 
These ideas formed the central basis for the theory 
of humours which served as the basis for medical 
thinking for centuries and can still be found spotted 
through twentieth century medicine. 

The concept of the four elements and the four 
qualities were later added to the Hippocratic doc- 
trine of the four humours: blood, phlegm, black bile 
(melancholy), and yellow bile (choler). The bal- 
ance between these factors was for 2,000 years felt 
to be the deciding factor between health and dis- 
ease. This was also the source of many disagree- 
ments concerning treatment such as whether or not 
to do a venesection, to purge or not to purge, to feed 
or to fast the patient. During the time of Hippocrates 
there were many groups in conflict over various parts 
of this doctrine, and one of the leading groups be- 
lieved that disease was the result of too great 
amounts of heat, cold, dryness, or moisture. They 
proposed to treat these conditions according to the 
doctrine of contraries in which in general diseases 
are cured by their contraries or opposites. 


Hippocratic medicine 


Hippocrates, long known as the Father of Medi- 
cine, is a mystical figure who has stimulated specu- 
lation about his origin and identity for many years. 
Apparently there was such a man but his contribu- 
tions come from more than one man. At any rate to 
each age he appears to be the ideal physician of that 
period and the ideal we all strive for. What Socrates 
did for philosophy Hippocrates may be said to have 
done for medicine. He insisted upon the practical 
nature of the art, and in placing its highest good in 
the benefit of the patient. It has been said that Hip- 
pocrates was the first physician to completely break 
the bond between religion and the practice of medi- 
cine. He also broke the bonds with the Greek phi- 
losophers; he advocated less theory and speculation 


and more observation of the patient as a sick man 
He made such unusually complete descriptions a 
the diseases observed in his patients that they can 
be diagnosed today. Garrison’ remarked that his 
clinical pictures of phthisis, puerperal septicemia 
epilepsy, and other diseases might with only a few 
changes and additions take their place in any mod- 
ern textbook. 

Experience, the collection of facts, the evidence 
of the senses, and the avoidance of philosophic spec- 
ulations were the distinguishing features of Hippo- 
cratic medicine. One of the most striking contriby- 
tions is the recognition that diseases are part of the 
processes of nature and that nature cures. The doc- 
tor’s business, therefore, must be to increase the 
healing force of nature, to guide that force, and to 
avoid counteracting it. To accomplish these objec- 
tives the Hippocratic physician became adept at 
dietetics and regulation of the manner of life. The 
idea was stressed, “Don’t do too much.” This healing 
power of nature, careful observation of the patient, 
simple treatment, and prognostication are the con- 
tributions of Hippocrates’ followers that still have 
significance today. 


Rome and the teachings of Galen 


The attitude during the Roman period was in the 
beginning extremely antagonistic to physicians; they 
were denied citizenship until 60 B.C. Medical prac- 
tice in Italy at this time was mainly in the hands of 
the Greeks. In the second century A.D. Galen ap- 
peared, and any lack of influence is forgotten in face 
of this strong character. His influence was felt until 
1500 A.D., although unfortunately much of his work 
was in error. Galen was a prolific writer; he is re- 
ported to have written well over 200 works. One of 
his most influential works concerned a theory based 
on the idea of a pneuma; this physiologic concept 
had wide effect on the theories of disease and its 
treatment for centuries to come. 

The basic principle of life in Galenic philosophy 
was a spirit or pneuma drawn from the general 
world—in the act of respiration. The spirit entered 
the body through the trachea and so passed to 
the lung and then through the pulmonary vein 
to the left ventricle where it encountered the blood. 
Chyle was absorbed from the alimentary tract and 
taken by the portal vein to the liver. This organ 
was thought to be capable of changing the chyle into 
venous blood and of adding a pneuma known as the 
natural spirit. The liver then distributed this blood 
charged with natural spirit and nutritive materials 
throughout the venous system. When this blood en- 
tered the right side of the heart it took one of two 
courses. In one case it stayed in the right ventricle 
and got rid of its impurities by passing through the 
pulmonary artery to the lung where they were ex- 
haled. The other portion trickled through minute 
channels in the septum and entered the left ventricle 
where it encountered the pneuma brought in by the 
pulmonary vein and formed the vital spirit which 
was distributed through the arteries by the arterial 
blood. When this arterial blood reached the brain it 


was charged with a third pneuma, the animal spirit, 
which was distributed to the body by the nerves, 
which were thought to be hollow. Today we talk 
about being “in good spirits,” making colloquial use 
of ideas which have their origin in Galen’s physiol- 
ogy of circulation. These ideas of circulation were 
gospel in the medical profession for fifteen centuries. 
Another group of interest during this period was 
the sect called the Methodists. They felt that disease 
was due to a disturbance between the atoms and the 
res. In cases where the pores were crowded or 
obstructed they produced a cure by sweat baths and 
cathartics. When the pores were too relaxed they 
were constricted by astringents and tonics. Their 
methods, I am sure, sound familiar to anyone who 
frequents a gymnasium today, to “sweat it out.” 
These comments give only a taste of the thought 
and practice current in the Greco-Roman period; it 
is hoped that they will serve to stimulate wider in- 
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Holism: Its historic 


background and application 


in osteopathic medicine* 


W. V. COLE, D.O.,+ Kansas City, Missouri 


The idea of treating the “whole man” is not new, 
but the theory of holism has been synthesized and 
described within the last 100 years. Holism is a 
philosophic concept that is not commensurate with 
either a vitalistic or a mechanistic ideology. It states 
that the existence of “wholes” is a fundamental fea- 
ture of the world.’ This viewpoint is additional and 
complementary to that of science, whose keywords 
are “continuity” and “mechanism.” Human beings are 
not the same, either chemically, psychologically, or 
structurally, as are elements and chemical com- 
*Presented as part of a symposium on The Historical Evolution of 
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pounds. Matter, life, and mind do not consist of 
fixed constant and unalterable components; besides 
the parts or elements, there is another factor, the 
“whole,” which science tends not to recognize. The 
“whole” has an influence and an effort all its own. 

When applied to medicine, holism is the philo- 
sophic viewpoint that gives the greatest potential 
insight into disease, because all discoverable factors 
can be included and correlated in a general pattern. 
This approach cannot be narrow; it must, because 
of its inherent character, be broad. It can be applied 
to large bodies such as a society, but also to the 
smallest unit of that body, man. It evaluates the one 
in reference to the other: The interactions between 
them, the relationship of culture to the personality, 
and the effect of stress on the body. _ . 

Medicine today is frequently a direct result of 
analytically oriented science, which is to a certain 
extent as it should be; but science has not advanced 
to the point that it can support medicine alone or 
completely. 

Medicine above all other professions needs a phi- 
losophy to vindicate its existence as an art. Too often 
therapy is still empirical in spite of recent advances 
that have aided in eliminating this situation. Sir 
Russell Brain? pointed out that today there are 
philosophers who make their living by expounding 
the nonexistence of their own minds. There are 
others who seem to regard “mind” as a slight logical 
indecency—a word which, though it may slip out 
now and again, must be hastily apologized for. 

There is need for a philosophy as well as scientific 
knowledge in the practice of medicine. Only recent- 
ly has the philosophy of holism been deliberately ap- 
plied to the study of confusing disease syndromes. 


Historical background 


It has been said that those who ignore history 
must be prepared to repeat it. It is not possible to 
ascertain precisely when “historic medicine” began, 
but it is considered that this took place about 4500 
B.C. No medical philosophy existed. Fear, supersti- 
tion, and religious beliefs were influential in all 
aspects of life. Medicine, such as it was, was in- 
separable from theology. Knowledge of anatomy 
and physiology was superficial. The experimental 
method had not been conceived and, for fear of in- 
terfering with the “divine powers,” it could not have 
been applied. 

Throughout the history of medicine there devel- 
oped many philosophers who were actively interest- 
ed in medicine, but few physicians who were serious 
philosophers. Differences in the approach to disease 
processes were endless. Cantell* showed that differ- 
ences in primitive medicine were much less differ- 
ences in “elements” than in the medical pattern which 
existed; this was in turn conditioned fundamentally 
by cultural patterns. The degree of integration of the 
different elements of medicine into a whole, and the 
whole of medicine into a cultural pattern, varied 
considerably. 

Plato is credited with stating that the cure of a 
part should not be attempted without treatment of 
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the whole; that no attempt should be made to cure 
the body without the soul. Taken out of context, it 
would seem that the “whole” was being considered 
among the philosophers of that day; however, against 
the background of the existing knowledge this prob- 
ably would not be true. 

Most medical historians concede that rational 
medicine began with Hippocrates in the fifth cen- 
tury B.C. Diseases were the object of systematic 
observation even though the etiologic agent was con- 
sidered to be punishment by divine forces. Progress 
in medicine has always been erratic, rather than a 
slow systematic development of thought with the 
application of scientific methods. There is no infor- 
mation available that would indicate that a holistic 
concept existed before the development of modern 
medicine. Modern medicine, as defined by Keeseck- 
er,‘ is limited practically to the last two decades, 
even though the roots of medicine and holism go 
back many centuries. 

If a man with a disease is considered to be a puzzle, 
medical thought has been directed toward taking the 
puzzle apart and examining the pieces, a necessary 
step before the parts can be properly replaced. In 
this respect, it might be possible to misconstrue the 
definition of holism and conclude that the earliest 
physicians used such an approach in the study of dis- 
ease. It would seem that this not be true, however, 
because of the lack of anatomic and physiologic in- 
formation. 

The inadequateness of the basis of the practice of 
medicine has been recognized by some. Bennett® in 
1860 classified sciences into “exact” and “inexact,” 
because some sciences were destitute of primitive 
fact. The latter consist of groups of phenomena, each 
of which may or may not be governed by a particu- 
lar law; the means which apparently operate at one 
time fail to do so at another. Such sciences, then, are 
denominated inexact sciences, and it is to this class 
that medicine belongs. A truly scientific medicine is 
yet to be created. These statements, made 100 years 
ago, are still true today. 

Because of the indefinable factors in the human 

body the development of a “holistic medicine” was 
impossible, and later attempts to apply holism to the 
art of practice are interesting. This was summarized 
by Mayer® who illustrated the point from the special 
field of pathology. The attention of the first patholo- 
gists was focused on the question of what part of the 
body carried disease. With the increasing knowledge 
of body parts the site of the disease was continually 
shifted into smaller and smaller units of man’s struc- 
ture. In 1761 the smallest structure recognized was 
the organ; in 1800 the smallest was the membrane or 
tissue. In 1859 Virchow described cellular pathology 
and the cell then became the smallest unit. As a 
background for these changes there occurred an in- 
terweaving of a mechanistic and realistic ideology. 
It is considered that all normal and abnormal 
changes in the human body are the result of physi- 
cally measurable quantities; others assume the ex- 
istence of a desirable and measurable energy of life, 
a vital force which the pathologist may call by vari- 
ous names, according to his religious beliefs. 
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In the last 50 years the rigid rules of classical 
mechanics, determinism, and the so-called exact bio. 
logic sciences have been practically abandoned. This 
has made possible the application of the basic idea 
of wholeness in physically integrated systems and 
aided in the elimination of mechanistic thinking in 
biologic fields. When this idea is applied to medi- 
cine, holism is defined as the doctrine indicating that 
the dynamics of the living whole permits no differen- 
tiation into discrete elements. 


General therapeutic applications 


The fundamental principle of holism is that an in- 
tegrated, coordinated whole is more than just the 
sum of its constituents. The holistic viewpoint as- 
sumes that man is a single indivisible biologic unit 
and not a socialistic state of autonomous cells, as had 
been taught by Virchow. As a living organism, man 
must be considered together with his environment. 
This philosophy is contrary to both the mechanistic 
and vitalistic theories of the past. 

In holistic pathology the nervous system acts as 
the chief integrating agent for the coordinated main- 
tenance of the organism. The concept is built around 
the relationship of four systems: vasomotor, hor- 
monal, cellular, and psychic. Such a concept is use- 
ful to the art of practice, or to any of the special 
divisions of medicine. In the latter it might be even 
more useful as there is a tendency for overspecializa- 
tion, and a holistic viewpoint would prevent the 
overemphasis of one system in relation to the others, 
preventing further statistical rapes of reality. 

Sick people are realities, and one patient differs 
from another in reaction to sickness just as in exter- 
nal appearance. Each patient deserves special atten- 
tion, and individualization in modern and osteopath- 
ic medicine is as much a necessity today as it has 
ever been. The basic approach to disease is to evalu- 
ate the ecologic factors rather than the etiologic 
ones, useful as the latter may be. It is impossible to 
separate the ecologic concept from the holistic one. 
In problems of rehabilitation, the narrow approach 
that removes a causative factor may eliminate the 
symptoms but will not restore the individual to a 
state of health. For adequate care the only method 

for ascertaining the precipitating causes may be the 
holistic method. 

The pathogenesis of disease involving the same 
ecologic factors, either psychic or physical, varies in 
different people according to individual reactions. 
Factors within the person modify the clinical picture 
of the disease process. Therefore, each patient should 
be evaluated as a total entity in a particular environ- 
ment at a certain time. 

There are variables that cause the reaction to be 
beyond the understanding or control of the physician 
to ameliorate, whether it be predominately function- 
al, organic, or psychic. ' 

It seems strange that it is necessary today to re- 
emphasize an approach to medicine in which the 
total organizational activity of the individual is con- 
sidered. The inherent nature of osteopathic medi- 
cine, or the total structural consideration of the pa- 
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tient, lends itself more readily to such an evaluation 
than do other methods, but in spite of this advantage 
it is often neglected. 

Progress in many phases of medicine and science 
has led to the development of peculiar attitudes in 
many scientists; they have become so spellbound by 
the discoveries of modern technology that they prac- 
tically deny the existence of the individual. 

In the evaluation of the sick person the subjective 
impressions yielded by our senses and elaborated by 
our brains cannot be dispensed with or ignored. To 
distinguish and identify sounds, shapes, and varia- 
tions we can never substitute mathematical formulas. 
In this connection, Walshe’ has suggested that the 
electronic age has yet to produce its poets, and stat- 
ed that he never would feel the urge to read their 
works. Their sonnets will doubtless be couched in 
mathematical symbols, and if any of them essays 
another play about King Henry the Fourth, all he 
will be able to tell us about Falstaff will be that he 
was another formula, presumably with a plus or 
minus sign in front to lend statistical precision to the 
definition of nonentity. If one then subscribes to 
the belief that man has a soul not to be interpreted 
in terms of nerve nets, and to the belief that there 
are values in his life—religious, ethical, and esthetic, 
not to be comprehended in terms of action potentials 
—it is not that one lags behind his electronically 
minded brethren; it is rather that one prefers to re- 
main in the strong ancient current of thought, that 
one is not ready to confine the universe to the Pro- 
crustean bed whose proximate causes represent all 
there is to be sought. 

Such ideas may seem to be an exaggeration, but in 
some fields of modern endeavor such a philosophy 
does exist. It is quite possible that the holistic ap- 
proach is being presented in an effort to overcome 
some of the deficiencies of specialistic attitudes. The 
holistic approach must encompass the mental as well 
as the physical, and the physical as well as the 
mental. From this it becomes obvious that the re- 
habilitation of the individual will require considera- 
tion of each factor and all factors, if hope of a degree 
of success is entertained. 

Medicine is a social institution and its functions 
in this realm might be stated in the following man- 
ner: to treat sick persons, to prevent disease, to 
maintain health, to acquire relevant knowledge, and 
to show others how these ends may be attained. This 
biologic viewpoint is primarily concerned not with 
mechanisms alone but also with the individual and 
his environment. Illness is regarded not as a fault 
in the parts but as a reaction of those parts, perhaps 
a mode of behavior or vital expression of a living 
unit, in response to those forces which he encounters 
as he moves and changes. Cause is twofold and lies 
both in the nature of the individual and in the nature 
of his environment at that particular point in time. 


Application in osteopathic practice 


Osteopathic medicine has a philosophy which has 
been considered herein to be basically holistic. This 
viewpoint might be questioned in view of statements 


JOURNAL A.O.A., VOL. 59, APRIL 1960 


made by Still, which seem to be purely mechanistic 
in nature. However, Still did stress the total relation- 
ship of all parts of the body and their relationship 
to each other, from ear wax and its uses to the su- 
perior cervical ganglion and convulsions. Perhaps 
the most significant contribution of Still was the 
evaluation of the body as a unit and not as a spe- 
cialized group of systems enclosed in skin. 

It is frequently difficult to delineate Still’s exact 
meaning. He often spoke in parables and did have a 
tendency to contradict himself at different periods in 
the development of osteopathy, as represented by his 
published word. Much has been repeated of what 
Still said, and whether or not he actually said such 
things is of little consequence because so much of 
the traditional theory of the osteopathic profession 
can be attributed to his immediate followers. Such a 
situation was characterized by Keesecker’ as a charis- 
matic attitude, detrimental to the osteopathic profes- 
sion then as it is today. 

Still’s revolt against the medicine of his day and 
the offering of other ideas of disease and a therapy 
that was and is useful, whether complete or incom- 
plete, represent contributions that have withstood 
the test of time. This appears to be, perhaps uncon- 
sciously, the first practical application to holism at a 
basic clinical level. 

The traditional approach is seen in a series of cases 
reported by Masters”® in which about 39 per cent of 
1,000 consecutive patients exhibited no organic dis- 
ease of the heart but rather a functional disturbance 
which was then classified as a cardiac neurosis. In 
this series, functional disturbances such as tachy- 
cardia, premature beats, mild hypertension, and sys- 
tolic murmurs must be referred primarily to disturb- 
ances in the innervation of the organ rather than to 
endocrine, allergic, or toxic factors. In such a series 
the approach by the osteopathic physician, whether 
termed holism or not, should include the evaluation 
of abnormal segmental reflex activity which can in- 
volve the entire organism. All the above mentioned 
abnormalities must involve reflex activity to some 
extent. Some method remains to be devised to evalu- 
ate them, and this can be the osteopathic approach. 

An analogous situation is encountered in diseases 

of the gastrointestinal tract. Such functional disturb- 
ances as spasms, hyperacidity, increased or decreased 
peristalsis, and excessive mucus secretion may be 
either emotional or functional in nature. If subjective 
symptoms are produced the condition might be 
classified as a gastrointestinal neurosis; however, 
consideration should be given to the entire struc- 
tural picture if the holistic evaluation of the indi- 
vidual is carried through. Frequently the observa- 
tion of paravertebral muscular rigidity related to 
specific spinal segments will give insight as to- 
whether it is a “neurosis” or a disturbance that can - 
be normalized. Too often the diagnosis of a neu- 
rosis is made in spite of the existence of abnormal 
reflex activity which can be removed, eliminating the 
condition. 

It is interesting to note that Bauer’ pointed out 
that the neurogenic personality has a highly sensitive 
and irritable nervous system, especially in its auto- 
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nomic portion. ‘The somauc nervous system may also 
exhibit signs of hyperirritability and the higher cen- 
ters may participate in this reaction, so that it is 
necessary to evaluate the person, without, before, 
and behind the disease. 

As Halliday’? has suggested, the principles of eti- 
_ ology should consider: What kind of a person is this, 

why did he become ill when he did, and why did he 
become ill in the manner that he did? These three 
questions may be considered from two standpoints: 
the field of the person, and the field of the environ- 
ment. 

Holism offers nothing that is specifically therapeu- 
tic. It does not offer an opportunity of ascertaining 
the specifics in the etiology, but it does offer a rea- 
sonable way of judging many variables that have 
brought stress upon a particular individual who can- 
not cope with such stresses or adapt to them. The 
osteopathic profession has made claims that its ap- 
proach to the person behind the disease is the most 
complete. Unwittingly, perhaps, the osteopathic phy- 
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The patient with obstruction of the small bowel pre- 
sents an emergent surgical problem, the successful 
management of which can well tax the judgment, 
knowledge, and skill of the most experienced sur- 
geon. While obstruction of either the large or small 
bowel is incompatible with life, the factor of time 
is much more prominent when small bowel is in- 
volved. Temporizing for a few days may be pos- 
sible and even desirable with obstruction of the 
colon, but it is out of the question with small bowel. 
In this area, the period of grace for patient and phy- 
sician may well be measured not in days but in 
hours. 

The urgency and far-reaching clinical significance 
of obstruction of the small bowel are readily appre- 
ciated upon consideration of the anatomic and phys- 
iologic factors involved. 


Anatomy and pathologic physiology 


The blood supply of the jejunum and ileum, 
coursing through a free-swinging mesentery, is vul- 


*Presented at the Annual Clinical Assembly of the American College 
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Small bowel obstruction* 


sician employs the holistic approach if the methods 

unique to the osteopathic profession are used. 
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nerable to torsions which can result in strangulation 
and gangrene of the involved bowel segments in a 
matter of hours. The colon, except the sigmoid, is 
more fixed to the lateral and posterior walls of the 
abdomen and thus is less subject to strangulation. 
Severe and continuous distention of the bowel 
through stretching and compression of the intra- 
mural blood vessels can result in strangulation and 
gangrene of the bowel wall. 

Physiologic disturbances, both local and systemic, 
appear at variable lengths of time depending on the 
level of obstruction, rate of obstruction, presence or 
absence of strangulation, length of involved bowel, 
and so forth. 

The first effect noted is a marked increase in peri- 
staltic activity, especially in the segment just proxi- 
mal to the obstruction. Edema of the intestinal wall 
soon appears at the site of obstruction. This edema 
may make a partial occlusion complete in a short 
time. This fact is important since decompression 
proximal to the occlusion may allow the edema to 
subside and reopen the bowel lumen. Following 
edema, in the absence of decompression by intuba- 
tion or vomiting, the proximal gut distends and the 
distal bowel collapses. This distention is thought to 
be largely from swallowed air, combined with prod- 
ucts of digestion and decreased absorption. 


Meanwhile, the amount of fluid secreted into the 
lumen rapidly increases. Body fluids, including 
plasma, blood, water, and electrolytes, rapidly be- 
come depleted. Much plasma is lost in the edema 
fluid. Distention and strangulation of the gut wall 
may cause necrosis of the bowel with intraluminal 
hemorrhage. Water and electrolytes are lost through 
vomiting and in the increased intraluminal fluid. 
Peritonitis can occur if distention and strangula- 
tion lead to necrosis and perforation of the intestinal 
wall. 


Causes of obstruction 


Bands and adhesions are the chief causes of ob- 
struction of the small bowel. According to Welch, 
52 per cent are due to adhesions, 13.7 per cent to 
carcinomatosis, 6.8 per cent to external hernia, and 
the remaining 27.5 per cent to a variety of causes. 

The relative frequency of causes varies somewhat 
with the age of the patient. In children there is 
greater frequency of strangulated hernia, intussus- 
ception, and volvulus. In young adults strangulated 
hernia, adhesions, and Meckel’s diverticulum are 
more common. In older age groups obstruction of 
the large bowel is more frequent, but the small bowel 
obstructs chiefly from adhesions, carcinoma, hernia, 
or obturation. 


Diagnosis 


The diagnosis of small bowel obstruction is fre- 
quently simple, but it may be very difficult. There 
are important questions related to the diagnosis of 
obstruction, once established: What is the probable 
cause? What is the level of obstruction? Is the bowel 
strangulating? These questions plague the surgeon’s 
mind, but to delay treatment pending their answers 
is to invite disaster. 

The classic physical symptoms of obstruction are 
abdominal pain, obstipation, vomiting, and disten- 
tion; however, the patient can be obstructed and 
present only one such symptom, and valuable time 
may be lost awaiting development of others. 

Pain is the first and most important symptom. It is 
usually colicky with relative quiet between waves. 
A colicky intermittent pain that becomes steady may 
be the only sign of developing gangrene in the 
bowel. This can be true even with negative labora- 
tory and x-ray studies. 

Obstipation need not be present in small gut in- 
volvement since the colon may empty below the site 
of obstruction. 

Vomiting varies in frequency and in character of 
the vomitus, depending on the level of obstruction. 
Vomiting may not occur even in the presence of a 
strangulated loop of bowel. Feculent vomitus usual- 
ly indicates mechanical obstruction at or below the 
midjejunum, but can also occur with paralytic ileus. 

Distention is not important since it may be present 
without obstruction, or it may be absent in acute 
obstruction. In general, the lower the level of ob- 
struction, the greater the distention. Auscultation of 
the abdomen reveals tinkling, metallic sounds, usual- 


JOURNAL A.O.A., VOL. 59, APRIL 1960 


ly in waves, with intervening silence. These sounds 
are indicative only of hyperperistalsis and may be 
present in certain cases of gastroenteritis. If the ab- 
domen is silent, it is probable that strangulation has 
developed. 

The abdominal x-ray is the most helpful of all 
diagnostic measures. The characteristic gas and fluid 
patterns with laddering of the bowel usually show 
within a few hours. Though these findings are highly 
suggestive, they are not absolute. Similar x-ray find- 
ings can be seen in paralytic ileus, gastroenteritis, 
severe constipation, renal colic, and sprue. 

The question of giving barium by mouth in the 
presence of small bowel obstruction is of interest, 
since doing so could possibly convert a partial to a 
complete obstruction. Welch' states that in the 
Massachusetts General Hospital, it is used in small 
bowel examination without any trouble. He feels 
that the barium becomes so thinned in the small 
bowel that no harm can result. In the colon, how- 
ever, barium can produce large fecoliths which, if 
proximal to a partial obstruction, can be very trou- 
blesome. Instead of barium a thinner opaque me- 
dium, such as Urokon or Gastrografin, may be used. 


Management 


The management of small bowel obstruction will 
be considered under three headings: Surgical treat- 
ment, intubation, and replacement therapy. 


Surgical treatment * The presence of a mechanical 
obstruction of the small bowel implies the need for 
surgical intervention at the earliest practical moment. 

Endotracheal anesthesia is most satisfactory. The 
cuffed endotracheal tube affords protection against 
the ever-present danger of aspiration of vomitus. 

The incision is usually right lower paramedian. 
Bloody peritoneal fluid signifies the likelihood of 
bowel strangulation or hemorrhagic pancreatitis. If 
obstruction is present the site is identified by tracing 
the collapsed small gut from the cecum back to its 
junction with distended bowel. The obstruction 
usually can be eliminated by one or more of three 
surgical maneuvers: (1) severance of adhesions, (2) 
resection, or (3) sidetracking. In small bowel ob- 
struction exteriorization procedures or enterostomies 
are rarely necessary and should be avoided whenever 
possible. 

Most obstructions are relieved by lysis of adhe- 
sions. If nonviable gut is present it must be resected. 
Viability or nonviability is not always easy to deter- 
mine. If the gut remains dark purple or black and 
no peristalsis is visible after a few minutes under 
warm saline packs, resection is indicated. The rule 
is: When in doubt, resect. 

It may be necessary and desirable to decompress 
the dilated bowel by means of a large bore needle 
or suction tip introduced into the gut through a 
purse-string suture. Decompression of the bowel 
facilitates the surgeon’s work and hastens the return 
of normal function through improvement of the cir- 
culation and removal of excess gas and fluid. 

At completion of the operation the abdomen must 
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be closed with care in anticipation of possible com- 
plications. 


Intubation * The judicious use of gastrointestinal 
tubes plays a significant part in the successful man- 
agement of the patient who undergoes a serious ab- 
dominal surgical procedure. Gastric intubation di- 
minishes the likelihood of aspiration pneumonia and 
eliminates any air in the stomach which may ac- 
cumulate during anesthesia or be swallowed by the 
patient in the early postoperative period. Such air 
in the stomach is held to be the chief source of post- 
operative intestinal gas. Intubation is of great value 
in the prevention and treatment of postoperative 
ileus. 

Opinions differ among surgeons as to the use of 
intestinal tubes, and if they are used, whether the 
short gastric tube of the Levin type or a long in- 
testinal tube such as the Miller-Abbott type is best. 
The long tubes are difficult to handle properly and 
are frequently unsuccessful. In my opinion the long 
tube is rarely indicated, and most cases can be han- 
dled with a gastric tube in combination with opera- 
tive decompression as needed. Obviously any tube is 
withdrawn as soon as possible since tubes are un- 
pleasant to the patient and the suction of liquids 
causes derangement of the fluid and electrolyte 
balance. 


Fluid replacement ¢ As previously indicated, the 
patient with obstruction of the small intestine soon 
develops a fluid imbalance which if allowed to pro- 
gress will result in death. Water and electrolyte bal- 
ance and blood and plasma volumes suffer alterations 
which may not be significant in early simple obstruc- 
tions, but if the obstruction persists and especially if 
strangulation is present, the condition of the patient 
rapidly deteriorates. A working knowledge of pre- 
operative and postoperative fluid management is im- 
perative for the surgeon dealing with intestinal ob- 
struction. 

Water is normally lost in the urine, feces, and 
through the lungs and the skin. That lost through 
the lungs and skin is known as “insensible loss.” This 
insensible loss varies from a basal rate of 750 cc. per 
24 hours to some 2,000 cc., depending upon the 
amount of perspiration. Urinary loss can be meas- 
ured. Fecal loss is significant if diarrhea exists. Ab- 
normal losses through vomiting, intestinal tubes, and 
wound drainage must be estimated. 

Electrolytes are lost concomitantly with water. 

Welch' summarizes the daily postoperative fluid 
requirements as follows: 


Urine 1,000 cc. 
Intestinal drainage 0 to 3,000 ce. 
Diarrhea 0 to 1,000 cc. 
Wound drainage 0 to 500 ce. 
Insensible loss 750 to 1,500 cc. 


Total, from 1,750 to 7,000 cc. 


Sodium is given to replace all extrarenal losses. 
Replacement is usually not necessary before the third 
postoperative day unless there is an uncorrected pre- 


operative deficit. Count gastrointestinal and wound 
drainage as normal saline. 

Potassium should be replaced from the date of 
operation if renal output is normal. The basal renal 
loss is 40 mEq., to which is added the estimated 
extrarenal loss of 0 to 80 mEq., making a total of 
40 to 120 mEq. to be given as potassium chloride 
mixed with dextrose in water. 

Thus the patient operated for early obstruction 
will generally be given 2,000 cc. of 5 per cent dex- 
trose in water, 1,000 cc. of dextrose in normal saline, 
and 40 mEq. of potassium daily for 2 or 3 days. This 
treatment is eliminated as the patient is able to take 
fluids by mouth. 

Blood should be given to correct existing preop- 
erative anemia and operative and _ postoperative 
losses. The plasma deficit may be severe. Replace- 
ment should be administered if the hematocrit level 
is high. 


Special types of obstruction 


There are many special types of obstruction which 
deserve mention. Among these are postoperative ob- 
struction, including the factors of adhesions and 
paralytic ileus, peritonitis, obstruction in infants, re- 
current acute or subacute obstruction, and chronic 
obstruction. 


Postoperative obstruction * This condition may oc- 
cur from many causes, but bands and adhesions are 
by far the most frequent, and most of these bands 
and adhesions follow operative procedures in the ab- 
domen. Some postoperative adhesions are prevent- 
able and some are not, but in all good conscience, 
every operating surgeon should keep the likelihood 
of adhesions constantly in mind and use every pre- 
caution in their prevention. Operations in the pelvis 
are especially likely to be followed by adhesive ob- 
struction since the small intestine gathers in this area. 
To be avoided or held to a minimum are such factors 
as infection, rough handling of tissue, the trauma of 
gauze in contact with serous membrane, poor hemo- 
stasis, large and bulky ligatures, failure to peri- 
tonealize, and insertion of foreign bodies, including 
drains and chemical solutions. 

Paralytic ileus is present when there is a marked 
decrease in peristalsis in the absence of organic ob- 
struction. It appears to be due to overactivity of the 
sympathetics. Mild ileus is commonly present after 
abdominal surgery, and effective intestinal function 
usually returns in 2 to 3 days. Ileus can be pro- 
longed by disease states, which act as an insult to 
the autonomic nervous system. Electrolyte imbalance 
and the factor of distention can cause and perpetuate 
ileus. This is important in that mechanical obstruc- 
tion can be compounded by the development of 
paralytic ileus. It is well to remember that certain 
drugs such as morphine and atropine tend to de- 
crease intestinal peristalsis. 

Treatment of paralytic ileus consists chiefly of de- 
compression by intubation, restriction of oral intake, 
and administration of fluids and electrolytes. If im- 
provement does not occur in a few days mechanical 
obstruction must be considered. 
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Obstruction and peritonitis * The patient with 

ritonitis associated with a probable mechanical 
obstruction poses a therapeutic dilemma for the sur- 
geon. Measures considered effective for one disease 
may be contraindicated by the other. There is pre- 
sumably a degree of paralytic ileus caused by the 
peritonitis, and the diagnosis of a superimposed me- 
chanical obstruction is understandably difficult. If 
the patient survives the acute phase of general peri- 
tonitis, then plastic adhesions or abscesses may me- 
chanically obstruct the bowel. 

If the usual measures directed toward the peri- 
tonitis and the ileus are ineffective, the probability 
of mechanical obstruction is strong. The surgeon 
must make a grave decision. If intensive conserva- 
tive measures fail to bring about improvement and 
the impression prevails that continuance of conserva- 
tive care will not save the patient, he must boldly 
decide to operate in order to restore intestinal 
function. 

The objectives of surgery are: (1) to relieve ob- 
struction by lysis of adhesions, (2) to drain abscesses 
and bypass them if necessary, (3) to remove pus, 
blood, or necrotic tissue from the abdomen, and (4) 
to relieve the distention of the bowel by aspiration. 
If the operation in these desperate cases is properly 
timed, the surgeon may be gratified by the feeling 
that his efforts have saved his patient’s life. 


Obstruction in infants ¢ This situation should be 
mentioned, if only briefly. Small bowel obstruction 
in the newborn infant presents a special surgical 
problem in that: (1) the cause of the obstruction is 
usually a congenital abnormality, (2) the patient 
and his tissues are tiny and delicate, and (3) post- 
operatively, the swing of the pendulum between life 
and death is apt to be a narrow one. 

The most common abnormalities causing obstruc- 
tion are atresia, stenosis, errors in rotation, duplica- 
tion of bowel segments with or without cyst forma- 
tion, Meckel’s diverticulum, and meconium ileus. 


Recurring obstruction * The patient with recurring 
acute or subacute obstruction of the small bowel is 
a surgical headache. Bands and adhesions, of course, 
are the usual causative factor. This patient is apt to 
bear multiple surgical scars on his abdomen and the 
surgeon is nonplused at the question of whether or 
not to add another. Frequently the issue decides it- 
self; the patient obstructs completely and operation 
is unavoidable. Adhesions should be severed wher- 
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ever found from the ligament of Treitz to the cecum. 
This, however, may not be possible. The surgeon 
must do his best, and hope, realizing that adhesions 
left behind may be the site of a later obstruction 
and also that some of the recently lysed adhesions 
may reform. 

Following the separation of adhesions the problem 
of peritonizing the injured bowel surface is a vexing 
one. Resection may be necessary if the bowel is 


‘seriously damaged or hopelessly matted together. 


The resection of 5 to 6 feet is well tolerated in a 
bowel of normal length. Resection of too much small 
bowel results in a deficiency syndrome. 

Intestinal plication may be useful. This to and 
fro approximation of raw serosal surfaces may con- 
serve needed lengths of small bowel and serve to 
control the inevitable re-formation of adhesions on 
these bowel segments. Reobstruction occasionally 
follows plication of bowel; so it must be looked upon 
not as a panacea but as a lesser evil. 

Thoracolumbar sympathectomy has been suggest- 
ed in the problem of recurrent intestinal obstruction. 
This procedure may have its place in the occasional 
case, but obviously it cannot solve all the problems 
of recurring small bowel obstruction. 


Chronic obstruction * Mention should be made of 
the occasional patient with frequently recurring or 
somewhat constant symptoms of low-grade small 
bowel obstruction. There may be little or no objec- 
tive evidence of obstruction and clinical and labora- 
tory examination is generally unrewarding. The pa- 
tient usually has been labelled as psychoneurotic. 
Unquestionably most such complaining patients are 
neurotic, but the diagnosis is not to be made lightly. 
In the occasional case exploratory surgery has been 
done as a last resort and the results are most gratify- 
ing. Unfortunately, however, the results are all too 
frequently disappointing. 339 E. Holt Ave. 
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JACK D. HUTCHISON, D.O., Columbus, Ohio 


Since the discovery of penicillin in 1929 by Fleming,' 
and report of its clinical investigation in 1940 by 
Chain and Florey,’ a tremendous volume of clinical 
and research literature has accumulated describing 
the uses, abuses, characteristics, and synergisms of a 
rapidly increasing number of antimicrobial and anti- 
biotic agents. 

This paper will be confined to a discussion of the 
more common antibiotics and their particular use in 
the field of orthopedic surgery and infections result- 
ing from trauma. 

The physician today is constantly bombarded with 
information about newer and better antibiotic agents 
which the various drug manufacturers claim will con- 
trol the “difficult” or “resistant” case of bacterial in- 
fection. Nearly constant reports in newspapers and 
lay publications of miraculous cures wrought by 
various antibiotics have caused the unsuspecting 
public to demand that the physician treat their vari- 
ous ills with a shot of penicillin or one of the other 
new miracle drugs. However, one has only to review 
the current medical literature and note the numerous 
articles dealing with antibiotic sensitivity, resistant 
bacterial infection, and especially hospital infections 
to realize that we are reaping the fruits of antibiotic 
abuses of the last few years. The physician is not 
only confronted with the difficulty of treating resist- 
ant infections, but he must also be constantly aware 
of the dangers of sensitivity reactions, ranging from 
mild urticaria to severe anaphylactic shock and even 
death. 

Ehrlich and Hata* developed the first antimicrobial 
agent before World War I; this preparation was 
salvarsan, which was capable of destroying an infec- 
tious organism within the tissues of the body and 
yet was of sufficiently low toxicity that it did not un- 


*Presented at the annual meeting of the American Osteopathic Academy 
of Orthopedics, Los Angeles, October 27, 1959. 
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Antibiotics: Their synergisms, 


uses, and abuses* 


duly harm the host. Even at that early date Ehrlich 
was aware that certain organisms could acquire re- 
sistance to antimicrobial agents and that others had 
an inherent resistance to various chemical antag- 
onists. 

Since Ehrlich’s time literally hundreds of com- 
pounds have been investigated and synthesized for 
use as antimicrobial agents, the first of which were 
the sulfonamides, introduced by Domagk* in 1935 as 
prontosil. 


Sulfonamides 


Although the early sulfonamides had several dis- 
advantages, they started the great revolution in the 
medical treatment of systemic infections. The sul- 
fonamides were then and are still highly successful 
in treating certain of the streptococci, staphylococci, 
pneumococci, gonococci, and meningococci. On the 
other hand, these agents have certain shortcomings: 
Many strains of bacteria are naturally resistant to 
their action; they may produce a variety of serious 
sensitivity reactions; their antibacterial activity is di- 
minished in the presence of pus; and certain bacteria 
that are initially susceptible to the sulfonamides 
rather rapidly develop resistance to them. 

The most useful sulfonamides are sulfadiazine, 
sulfamerazine, Sulfamethazine, sulfapyradine. 
All of these have approximately the same degree of 
effectiveness; however, there are differences in their 
solubility, absorption, metabolism, and rate of excre- 
tion. All the sulfonamides have a tendency to crystal- 
lize in the kidneys, although this undesirable quality 
has been reduced appreciably by their combination 
with certain alkalinizing agents. It is generally agreed 
that combinations of the various sulfas offer the 
greatest therapeutic value; in combination, the pos- 
sibility of crystallization within the kidneys is mark- 
edly decreased. 

Toxic reactions to the various sulfas include nau- 
sea, vomiting, headache, mental depression, drug 
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fever, various skin rashes, agranulocytosis, hemolytic 
anemia, and leukopenia. The sulfonamides have a 
definite place in the treatment of bacterial infections, 
and although the toxic effects have been greatly re- 
duced by product refinements in the last few years, 
the patient under sulfonamide therapy still must be 
observed closely for kidney damage and blood dys- 
crasias. 


Penicillin 


Penicillin was the first of a long line of antibiotics 
and is probably still the most important in many re- 
spects; it is the most widely known and one of the 
most efficient. Several types of penicillin have been 
prepared during the past few years, including peni- 
cillin G, X, F, and K, and more recently penicillin 
O. The latter has been used in those patients with 
a known sensitivity to other types of penicillin, and 
against penicillin G-resistant strains. 

Penicillin was first noted for its action against 
Staphylococcus aureus and almost all associated 
pathogenic strains. Particularly dramatic results were 
obtained in acute hematogenic osteomyelitis and 
pulmonary infections; the drug is known to have ap- 
preciably reduced the mortality rate in these and 
other systemic infections, including bacteremia, men- 
ingitis, and endocarditis. 

The effectiveness of penicillin, however, has been 
_reduced appreciably in staphylococcal and some oth- 
er bacterial infections because of an increased inci- 
dence of resistant strains. This is associated with the 
production of penicillinase by the resistant organ- 
isms. Also, hypersensitivity reactions frequently oc- 
cur in patients under penicillin treatment. 

One of the early conditions in which resistance 
was noted was that of osteomyelitis, although it was 
not recognized until after the drug had been used in 
large quantities for treatment and prophylaxis of the 
condition. There has also been a steady increase in 
the number of strains of penicillin-resistant organ- 
isms in most hospitals over the last few years, so that 
penicillin-resistant strains now account for from 60 
to nearly 100 per cent of all pathogenic strains of 
Staphylococcus aureus isolated from infected sources, 
healthy individuals, hospital personnel, and postop- 
erative wound infections.® 

Because of the low toxicity of penicillin except in 
those individuals who are highly sensitive to it, mas- 
sive doses of the drug can be used without untoward 
reactions, and most authorities agree that this ac- 
counts for the beneficial effects still obtained in some 
infections. 

Penicillin is now available in many forms for oral, 
intramuscular, intravenous, and topical use. It is 
buffered as a sodium or potassium salt, and some 
oral preparations are effective in producing high and 
sustained blood levels. Most injectable penicillin 
now is of the repository form, in which large doses 
of aqueous suspension of procaine penicillin G may 
be used, allowing for prolonged absorption and the 

maintenance of relatively high blood level. 

In patients who give a definite history of penicillin 
sensitivity the drug must be used cautiously. It is 
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advisable to perform skin tests on these individuals 
if use of the drug becomes imperative.* 


Streptomycin and dihydrostreptomycin 


Streptomycin and dihydrostreptomycin are usually 
used in combination. They are best known for their 
action against myobacterium tuberculosis and other 
gram-negative organisms. They are also used in 
combination with penicillin against the so-called 
mixed infections. These two antibiotics are especially 
effective against tuberculosis when combined with 
para-aminosalicylic acid, which is believed to greatly 
reduce the development of resistance of the bacteria 
to the antibiotics. 

Both streptomycin and dihydrostreptomycin are 
reported to be toxic to the eighth nerve, and there is 
a difference of opinion as to which of the two has the 
greater toxic effect. These two antibiotics, along 
with para-aminosalicylic acid and isonicotinic acid, 
have been effective in treatment of both pulmonary 
and skeletal tuberculosis. 


Neomycin and bacitracin 


Neomycin is similar in its antibiotic activity to 
streptomycin, but is much more neurotoxic and neph- . 
rotoxic even in small doses. It is capable of enhancing 
the action of other antibiotics, especially against 
staphylococcal surface infections. Its other use is 
for preoperative preparation of the bowel. Like the 
other antibiotics, bacteria develop resistance to it, 
although much more slowly than to streptomycin. It 
is used topically in combination with polymyxin in 
mixed infections with gram-negative bacteria. 

Bacitracin is another antibiotic which is active 
against most pathogenic strains of staphylococci. It 
is used in combination with neomycin and polymyxin 
primarily for topical application, since it is capable 
of producing serious systemic toxicity when taken in 
large doses for systemic infections. 


Tetracyclines and oxytetracyclines 


The tetracyclines, of which Aureomycin and Ach- 
romycin are best known, were at first effective against 
a wide range of gram-positive and gram-negative 
organisms. They appear to be less effective than 
penicillin against gram-positive organisms with ex- 
ception of known penicillin-resistant staphylococci 
and streptococci. Achromycin is the newer of the 
two antibiotics and has nearly replaced Aureomycin. 
Because of the irritative qualities of intramuscular 
injection, these agents are given almost entirely by 
the oral route. 

The other better known antibiotics in current use 
are oxytetracyclines (Terramycin, erythromycin, and 
Chloromycetin), all of which are reported to be ef- 
fective against most of the gram-positive and gram- 
negative organisms commonly encountered in wound 
infections and upper respiratory infections. This 
group of antibiotics is truly broad-spectrum and 
is primarily bacteriostatic. Of this group chloram- 
phenicol (Chloromycetin) seems to be the most 
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effective against postoperative Staphylococcus aureus 
wound infections. 

Numerous other newer antibiotics have been de- 
veloped specifically to counteract the resistant strains 
of staphylococci, among which are carbomycin 
(Magnamycin ), oleandomycin, Spiramycin, novobio- 
cin, vancomycin, ristocetin (Spontin), and kanamy- 
cin (Kantrex). 

Of this group the last three, Spontin, Kantrex, and 
vancomycin, seem to give the most promise in com- 
bating the resistant staphylococcal strains. Vancomy- 
cin is absorbed very poorly from the gastrointestinal 
tract and suitable nonirritating preparations for in- 
tramuscular use have not yet been made available. 
It is used for systemic infections by the intravenous 
route only. The average dose is 500 mg. by intra- 
venous drip, and effective blood levels are usually 
maintained for approximately 12 hours. 

Spontin appears to be effective in pneumococcal, 
enterococcal, and staphylococcal infections in daily 
doses of 2 to 4 grams or more in two to four intra- 
venous injections. 

Kantrex is given by the intramuscular route. The 
parenteral toxicity is similar to that of neomycin, but 
is much less marked. The latter three antibiotics 
have all been observed to precipitate some occur- 
rence of granular casts in the urine without signifi- 
cant albuminuria or hematuria. 


Comment 


The use of antibiotics in combination has precipi- 
tated many Controversies in recent literature. The 
general claims of enhanced activity of combined anti- 
biotics, wider spectrum, and protection against re- 
sistance as well as reduced toxicity have not been 
substantiated by most investigators, with the excep- 
tion of a streptomycin-dihydrostreptomycin combina- 
tion along with the chemical agent, para-amino- 
salicylate. 

On the other hand, there is no definite antagonistic 
action of pairs of antibiotics; truly synergistic action 
or additive effects are uncommon and certainly not 
predictable. 

Finland,® in a recent article on antibiotics for 
staphylococcal infections, made the following gen- 
eralizations concerning the use of antibiotic com- 
binations in treatment of staphylococcal infections: 


(1) Certain antibiotics which are known to induce resistance 
frequently and rapidly during treatment should probably 
never be used alone; of the antibiotics currently available, 
streptomycin, novobiocin, erythromycin and the other erythro- 
mycin-like antibiotics, namely oleandomycin, spiramycin and 
carbomycin, belong in this category. (2) The infecting or- 
ganism must be susceptible to each of the antibiotics in order 
that the combination have any value at all, and particularly 
in delaying or suppressing the emergence of resistance. (3) 
Each antibiotic should be used because of its own activity 
and in doses that are adequate for the purpose. (4) Certain 
antibiotics, notably bacitracin and vancomycin (also neomycin 
for topical application) may be useful in increasing the bac- 
tericidal action of some other antibiotics which themselves 
are predominantly bacteriostatic. (5) None of the combina- 
tions of antibiotics or mixtures of antibiotics and other anti- 
bacterial drugs that are currently offered by any of the manu- 
facturers can be recommended as useful or desirable. 
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Before using antibiotics singly or in combination 
for treating either acute or chronic infections, identi- 
fication of the infecting organism or organisms js 
essential, as is determining bacterial sensitivity to 
the specific antibiotics. It should be remembered 
that one culture and sensitivity test is not adequate 
if the infection fails to respond to the antibiotic of 
choice. Repeated cultures and sensitivity tests should 
be made at least at weekly intervals if the response 
is not satisfactory. The possibility of additional or- 
ganisms becoming involved in the infection as well 
as cross-resistance of the various antibiotics must be 
taken into consideration, and frequently these two 
situations account for the failure of the infection to 
respond to the chosen antibiotics. 

The promiscuous use of the so-called broad-spec- 
trum antibiotics or the routine prophylactic or post- 
operative use of these agents is to be condemned. 
Results of culture and sensitivity tests may not be 
entirely accurate, but they are helpful in determining 
to a degree the specificity of the infection and the 
antibiotic of choice. The physician thus avoids need- 
less use and expense, as well as the danger of sensi- 
tizing the patient further to the various antibiotics. 

The surgeon will do well to remember that in both 
preventing and treating infections the basic princi- 
ples of sterile technic, careful handling of tissue, and 
adequate surgical drainage, in the presence of ob- 
vious infection, will pay dividends that cannot be 
expected by relying on the antibiotics alone. Treat- 
ing the whole patient with general supportive meas- © 
ures to include adequate rest of the involved part, 
good nutrition, and adequate protein and vitamin 
intake all are important in combating the ever- 
increasing threat of bacterial infection. 


Summary and conclusions 


The uses, abuses, and synergisms of the more 
common antibiotics have been discussed. Penicillin 
still remains the outstanding single antibiotic, al- 
though significant resistance has been developed 
by certain of the staphylococcal and streptococcal 
strains. The tetracyclines and oxytetracyclines are 
valuable in combating many gram-positive and gram- 
negative organisms, but these also have lost much 
of their effectiveness against certain strains of the 
Staphylococcus aureus. Much faster than did peni- 
cillin, the newer antibiotics seem to lose their effec- 
tiveness against bacteria, which develop resistance. 

Resistance to the various antibiotics has been oc- 
curring so rapidly that it is extremely dangerous to 
depend entirely on these agents for the control of 
infection or to be adequate prophylactic measures 
in themselves. It is more important than ever that 
sound basic surgical and medical principles be ad- 
hered to in both prophylaxis and treatment. 

Allergic and anaphylactic reactions to the various 
antibiotics have become frequent and severe enough 
that caution and judgment must be exercised in their 
use. It is more important than ever that the pro- 
miscuous use of these antibiotics be discontinued 
and that they be reserved for the more serious 
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and critical problems that will inevitably be en- 
countered. 111 W. Third Ave. 
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Discussion 


DONALD SIEHL, D.O., Dayton, Ohio 


Dr. Hutchison has covered the wide field of anti- 
biotics in a concise manner. He has pointed out the 
use of some of the antibiotics and has emphasized 
that we cannot rely on these medications alone, but 
must still pay attention to sterile technic, careful 
handling of tissues at surgery, and thorough wound 
cleansing. 

Because of the resistance of various strains of or- 
ganisms to antibiotics, we are now again seeing 
osteomyelitis and similar conditions in sufficient 
numbers to cause every orthopedic surgeon concern. 

I would emphasize several items relating to the 
specific use of antibiotics in orthopedic surgery. _ 

1. It is frequently better to use a higher than 
normal dose of a given antibiotic in the presence of 
bone or joint infection. One method that is still 
effective in using penicillin is to place % cc. in each 
buttock and % cc. in each deltoid area. This gives a 
much higher blood level than if 2 cc. were given at 
one site. If the antibiotic is given orally, the dose 
should generally be double the average dose for the 
first 48 to 72 hours and then it may be leveled off. 

2. Antibiotic therapy must be continued long 
enough to make sure that the infection is conquered. 
We have all seen cases which flare up when an anti- 
biotic has been discontinued too soon. 

3. Use of an antibiotic does not preclude the open- 
ing of an infected joint or of a bone abscess, but it 
does make these procedures safer. 

4. The local use of antibiotics in joints and in and 
around bone abscess areas must still be considered 
as of questionable value unless some type of con- 
tinuous drip technic is used. We probably all use 
local instillations to some extent, for whatever value 
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they may have, but we certainly use systemic anti- 
biotics at the same time. There seems to be a rising 
opinion that such substances as Chlorpactin and 
trypsin are more in order to use for local instillations. 

The prophylactic use of antibiotics has made safer 
and simpler the early treatment of compound frac- 
tures and the open treatment and internal fixation of 
other fractures. However, the availability of anti- 


biotics provides no excuse for poor orthopedic 
technic. 1217 Salem Ave. 


Discussion 


ARNOLD GERBER, D.O., Philadelphia, Pennsyl- 
vania 


The presentation by Dr. Hutchison is an excellent 
summary of present-day usage of antibiotics. There 
is little to be added to the subject matter, but a few 
adjunctive thoughts will be mentioned. 

I routinely use antibiotics both before and after 
operation on all my patients. This practice is at vari- 
ance with that of the speaker, but it has been proved 
to my satisfaction to be of value and certainly not 
detrimental to the patient. I would like to stress that 
I do not substitute them for sterile technic or ade- 
quate surgical drainage. The antibiotics are used as 
an additional weapon at the time of surgical inter- 
vention. 

Penicillin is used routinely for 48 hours preopera- 
tively and is usually instilled into the surgical site 
at the time of the operation. It is then continued 
postoperatively for a period ranging from 2 to 7 
days. In patients with a known systemic sensitivity 
to penicillin another antibiotic, one of the oxytetra- 
cyclines, is substituted. Chloromycetin is not used 
as a substitute; I consider this the first line of attack 
when the patient has developed a postoperative in- 
fection of the Staphylococcus aureus, coagulase- 
positive type, which is resistant to penicillin. 

This routine is used not only in infected or prob- 
ably infected cases but in conjunction with all elec- 
tive operations. I am satisfied that the number of 
postoperative infections has been kept at a minimum 
by this technic. The patient is protected from the 
development of infection due to those bacteria 
which are still penicillin-sensitive. 

The patient who shows a postoperative rise of 
temperature which persists after the third day is con- 
sidered to be infected with a_penicillin-resistant 
organism and chloramphenicol is started. Once evi- 
dence of drainage is established, cultures and smears 
are carried out and specific in vitro sensitivity tests 
of the organisms to antibiotics are performed. The 

results are then used as the basis for further anti- 
biotic therapy. Occasionally the organism does not 
respond to the drug indicated by a favorably in vitro 
sensitivity test. I then switch to the empirical use of 
antibiotics, based on the known response of the 
identified bacteria to the various agents. 
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Our hospital (Metropolitan) had a period of in- 
creased postoperative infections caused by coagu- 
lase-positive Staphylococcus aureus, as have many 
other hospitals throughout the country. Fortunately, 
the situation was brought under rapid control with 
the institution of an Infection Committee supervising 
the following: 

Identification and isolation of each new case 

Identification of carriers among personnel, who 
were then treated or kept away from obstetric and 
surgical duties 

New routine in the operative suite 

Strict aseptic technics 

New dressing technics on the floors 

Re-education of the house staff 

Constant vigilance. 
Chloromycetin, novobiocin, and kanamycin were 
found to be effective in combating these infections. 


G. RICHARD HARTZ, D.O., Lancaster, Pennsyl- 
vania 


The determination of genetic sex by chromatin pat- 
terns of cellular nuclei has become a valuable clini- 
cal aid in endocrinologic investigations. Although 
chromatin sex determination has received clinical 
application only recently, the phenomenon was first 
reported in 1949 by Barr and Bertram.’ Later studies? 
demonstrated a dense pyknotic area in the nucleus 
of the cell which was found to be characteristic of 
the human female, and it was postulated that this 
represented a fusion of the XX chromosomes. Since 
then investigators have used material from skin 
biopsies* as well as buccal‘ and vaginal® mucous 
membrane smears. Also, the presence or absence 
of sex chromatin in amniotic fluid cells has made 
possible the diagnosis of fetal sex before birth.* 
Sexual variations in the nuclei of ‘mature neu- 
trophilic leukocytes, appearing as “drumstick” pro- 
jections in the female and rarely present in the male, 
were reported by Davidson and Smith’ and con- 
firmed by Sun and Rakoff.* It was concluded that 
the drumstick projections represented the female 
sex chromatin in the blood cells; however, Ashley® 


*Submitted to the Faculty of the Philadelphia College of Osteopathy in 
partial fulfillment of the requirements for the degree of Master of Sci- 
ence, May 1959. 
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Chromatin sex determinations* 


An interesting sidelight on this discussion is the 
recent occurrence in my practice of a severe an- 
aerobic streptococcal infection which was rather 
difficult to control. The patient, a known diabetic 
suffered a mild contusion and abrasion of the right 
thigh as a result of a fall from a bulldozer. He 
showed signs of a massive infection in 48 hours, 
Incision and drainage were performed with the local 
instillation of Carrel-Dakin solution. Seven days 
after the accident further surgery was performed 
with massive debridement of the right thigh. The 
organisms cultured on successive days were: Bacillus 
proteus; Streptococcus faecalis and Bacillus subtilis; 
Streptococcus anaerobius; and Bacillus proteus and 
Candida albicans. The antibiotics used, either indi- 
vidually or together, were penicillin and chloromy- 
cetin; kanamycin, bacitracin, and sulfadiazine; and 
mycostatin and polymixin. | 5040 Chestnut St. 


later demonstrated that sex chromatin may be seen 
in addition to drumstick appendages in the same 
cell. Further observations by Ashley and Jones" 
show that drumsticks and sex chromatin are not 
always in agreement; they suggest that the drum- 
sticks are female sex characteristics under genetic 
control. 


Methods of study 


The purpose of this study was to familiarize the 
investigator with the preparation of slides and the 
interpretation of findings, and to compare the mu- 
cosal and peripheral blood smears as to practicability 
of application. 


Oral and vaginal mucous membrane smears * 
Smears are obtained by scraping the oral mucosa 
with the edge of a wooden tongue depressor and 
transferring the material to a glass slide coated with 
egg albumin. Vaginal smears are made by swabbing 
the vault with cotton applicators and rolling the 
material on a similar slide. Slides are immediately 
placed in Papanicolaou’s fixative (equal parts of 95 
per cent ethyl alcohol and ether). The period of 
fixation is not critical; times of 2 to 24 hours are satis- 
factory. The staining is as described by Moore and 
Barr* using cresyl echt violet. The Feulgen technic, 
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in which the chromatin material is stained red, may 
also be used. : 

The smears are examined under the oil immersion 
objective for nuclear detail. The cells must be well 
preserved, since shrunken and pyknotic nuclei ren- 
der interpretation hazardous. Chromatin-positive 
cells are recognized by a planoconcave body ap- 
proximately 1 » in size, located on the nuclear mem- 
brane. Variations in shape may occur, but the size 
remains relatively constant. The sex chromatin may 
be thus recognized in 40 to 60 per cent of cells from 
normal female subjects. If less than four cells with 
chromatin bodies are found in a total count of 100, 
the subject is declared to be a genetic male. 


Peripheral blood smears * Blood smears are ob- 
tained in the usual manner for performing a differ- 
ential leukocyte count. Slides may be stained by 
the Wright or Giemsa-May-Grunwald technic. Seg- 
mented neutrophilic leukocytes are examined for 
the presence of drumsticks, which are chromatin 
bodies approximately 1.5 » in diameter and are 
connected to a lobe of the nucleus by a single thin 
strand. These are remarkably constant in size and 
shape. The length of the strand may vary, but there 
is never more than one strand attached to each 
drumstick. Only one drumstick can be seen in any 
one cell. Another form of nuclear appendage is the 
sessile nodule, similar in size and shape to the drum- 
stick but attached by a broad base to the nucleus. 
It is equally as diagnostic as the drumstick but is 
less well known. : 
Additional appendages—the rod, hook, bulb, and 
thread forms—are mentioned because they must be 
differentiated from drumsticks and sessile nodes. 
These forms are of no sexual significance. They are 
definitely smaller and are variable in staining, shape, 
and size. ; 
The slides are examined under the oil immersion 
lens. The finding of six drumstick or sessile node 
forms in less than 500 neutrophilic leukocytes is suf- 
ficient to make a diagnosis of a female sex pattern. 


Results 


The accuracy of sex chromatin determinations has 
been demonstrated by other observers. In one 
study" 97.14 per cent of blood smears and 100 per 
cent of oral smears were interpreted correctly. Moore 
and Barr‘ found 100 per cent accuracy in oral mu- 
cosa slides on 140 patients. 

In this study, 24 normal patients were studied. 
Both blood and mucosal smears were used, from 
equal numbers of males and females. Interpretation 
was 100 per cent accurate. 

A single abnormal subject was encountered during 
the course of study. The patient was a newborn in- 
fant whose sex was doubtful on inspection of the 
external genitalia. Blood smears were sex chromatin 
positive. This patient was later proved to be female 
by radiographic and hormonal assay studies. The 
sex chromatin was again interpreted as positive by 
an experienced observer. It was determined that the 
clitoral enlargement was probably caused by use 
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of a progestational agent early in gestation. 

Of the. normal subjects studied, the diagnosis of 
the chromatin sex agreed with the actual sex in all 
cases. The series is admittedly small; however, an 
abundance of reports by other observers clearly 
demonstrates the accuracy of sex chromatin determi- 
nations. 

It should be noted that in vaginal and oral mucosal 
smears the average percentage of cells containing 
sex chromatin in normal female subjects was 43 
per cent, with a range of 21 to 55 per cent. In all 
the slides from male subjects none contained more 
than 4 per cent of cells with sex chromatin bodies. 
Proficiency in reading mucosal slides was readily 
obtained; interpretation of the subjects’ sex was not 
difficult. It must be emphasized that high technical 
quality of these slides is essential. 

The results in Table I demonstrate the frequency 
with which the various nuclear appendages occurred 
in leukocytes. Each structure was classified on the 
basis of size, shape, structure, and staining, which 
was tedious and time-consuming. The total number 
of cells examined on each subject averaged 389, as 
compared with an average of 58 cells examined per 
mucosal slide. 


TABLE I—AVERAGE NUMBER OF APPENDAGES PER 
BLOOD SMEAR 


Sex * Drumstick Sessile node Rod, hook, thread 
Male 0.17 0.5 11.7 
Female 6.0 4.2 8.7 


Comment 


Chromatin sex determination by the technic re- 
ported here is a relatively easy and accurate pro- 
cedure. The use of material from oral and vaginal 
scrapings was found to make possible a more rapid 
and simplified interpretation. Doubtful blood smears 
were encountered but were cleared by repeating the 
examination with additional slides. Toxic granula- 
tions in neutrophils or a marked shift to the left may 
make interpretation difficult. 

Evidence is being accumulated that the presence 
or absence of sex chromatin is a true indication of 
the chromosomal sex of an individual. Sex chro- 
matin patterns may be recognized in the embryo 
before gonadal differentiation occurs; this pattern 
persists unchanged throughout the entire life span. 
The sex chromatin is not altered in females exposed 
to levels of an androgenic hormone sufficient to 
cause partial masculinization of the external geni- 
talia.1*"* Genetic or hormonal factors may cause 
varying degrees of sex reversal during embryologic 
development. The male type of genitalia requires 
the presence of testes for development, and in the 
absence of testes the male reverts to a neutral female 
form.? 

The clinical use of chromatin sex determinations 
has been chiefly in cases of gonadal dysgenesis and 
hermaphroditism. This new approach to intersex 
states holds promise of a better understanding of 
their origins and relationships to each other. 
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Mucosal and blood smears were studied in 24 
sexually normal patients of both sexes and in one 
with a sexual abnormality. The diagnosis of chro- 
matin sex was correct in all normal patients with 
both blood and mucosal smears. A comparison of 
technics was made, and mucosal smears were found 
to be easier to interpret and less time-consuming 
than blood smears. The diagnosis in the single ab- 


normal case agreed with the chromatin sex. 
342 W. King St. 


I wish to acknowledge the assistance given to me 
by Dr. Frank E. Gruber and Dr. Lester Eisenberg. 
Their encouragement and advice were most helpful 
in the preparation of this paper. 
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The menopause* 


JAMES F. ERICKSON, A.B., D.O., Los Angeles, 
California 


The transition in the lives of women from the stage 
of maturity to that of senescence is marked by ter- 
mination of the reproductive period. This transition 
is known as the climacteric, “change of life,” or “crit- 
ical age.” It is not a sudden, isolated occurrence, but 
a complex process of indeterminate duration, with 
far reaching consequences. The most significant sin- 
gle event of this period is the cessation of menstrua- 
tion, which is correctly termed the “menopause” al- 
though the word is often (and perhaps erroneously ) 
employed as synonymous with “climacteric.” 


Description of the period 


Time of occurrence * The indefinite onset and ter- 
mination of signs and symptoms of the climacteric 
renders it impossible to determine precisely at what 
age this period begins. However, the menopause 


*Prepared as a portion of the requirements for application for Senior 
Membership in the American College of Osteopathic Obstetricians and 
Gynecologists. 
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offers a readily discernible sign. The average age for 
menopause falls between 45 and 50, although the 
spread is from the 30's to as late as 60 years.’ It is 
not usual for healthy American women to enter the 
menopause before age 46 or 47, but it may occur 
normally as early as age 35 and in isolated instances 
even in the late 20’s. In a considerable percentage 
of cases, menstruation persists until age 50 or later. 
One investigator collected statistics on the subject 
from 32 nations, and found the average age of meno- 
pause to be 47.1 years.” 

Contrary to expectation, the menopause tends to 
come late in persons whose puberty was early. 
Change of life is often early in nulliparae and de- 
layed in women who have had many children. There 
is also evidence that the menopause occurs later in 
life now than it did 50 or 100 years ago.” 

When menopause occurs before age 40, it is known 
as “climacterium praecox.” In such instances heredi- 
tary and constitutional factors are important, and 
pathologic lesions must always be considered. The 
occurrence of “climacterium tardum,” when menstru- 
ation continues after age 60, has been reported, but 
this is most often associated with abnormal uterine 


bleeding. 


General signs * Menopause is evidently caused by 
a cessation of ovarian response to gonadotrophic 
stimulation. It has been generally believed that some 
ovarian activity persists beyond the menopause in 
some individuals, sufficient to carry on some function 
but insufficient for menstruation. This was based 
upon observation, during pelvic operations, of the 
appearance and apparent activity of ovaries. At a 
given age, one postmenopausal woman may have 
succulent ovulating ovaries, while another with sim- 
ilar symptoms, endocrine balance, and general health 
may have gonads with a “cooked chestnut” appear- 
ance, apparently nearly devoid of activity. Ovula- 
tion may persist with spasmodic irregularity or may 
cease abruptly. 

In addition to the normal menopause, there are 
also the castration menopause and the radiation 
menopause. The castration menopause is generally 
stated to have the same manifestations as the natural 
menopause, but in some instances there is consider- 
able variation in intensity. Some castrated patients 
have enough vigor to withstand the period without 
discomfort. The radiation menopause is sometimes 
distressingly severe and is often greatly prolonged. 
The severity of these reactions is not sufficiently ex- 
plained on the basis of complete annihilation of 
ovarian estrogenic function, but it is conceivable that 
radiation disruption of the pelvic and autonomic 
pathways and shrinkage of the vascular channels 
within the broad ligaments could cause great dis- 
turbance in physiologic balance.” 

Ovarian hormones evidently circulate throughout 
the body and, by altering metabolic processes distant 
from the reproductive tract, must affect tissues other 
than those directly connected with the uterus and 
vagina. It also seems evident that the production of 
estrogen by so-called extrapelvic sources is not pre- 
dictable.* When ovarian function ceases, atrophy of 
the accessory genital organs (uterus, fallopian tubes, 
vagina, and vulva) inevitably occurs. Extensive 
atrophy takes place in the endometrium, with loss of 
differentiation between the basal and functional lay- 
ers. The stromal cells are shrunken in appearance; 
the glands vary greatly in size, shape, and number, 
at first being fairly numerous, but gradually decreas- 
ing both in size and number. Cystic glands lined 
with low cuboidal cells are frequently found. There 
may be hyperplasia of the endometrium, but when 
this occurs there is also the possibility of a coexistent 
granulosa cell tumor. Differential diagnosis between 
this lesion and atrophied endometrium with cystic 
glands is sometimes difficult to make with certainty; 
careful study of biopsy or curettage specimens is 
required, 

Fundamentally, the climacteric and menopause are 
endocrine manifestations which involve chiefly the 
ovaries and anterior hypophysis. The ovaries de- 
crease in weight and become grayish-yellow in color. 
The connective tissue underlying the tunica albu- 
ginea undergoes a marked thickening, with only a 
few follicles present at first. These gradually disap- 
pear, and only occasional atretic cysts with corpora 
fibrosa and corpora albicantia remain. In spite of 
this ovarian atrophy, however, the blood and urine 
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of many postmenopausal women contain appreciable 
quantities of estrogenic hormones. Although the 
source of these hormones is not known, it is thought 
that the adrenals may be involved. 


Possible hormonal causation 


The fact that estrogen persists in many patients 
has caused doubt as to whether the customary disap- 
pearance of this hormone is the only cause of the 
climacteric symptoms. For example, the anterior 
pituitary lobe undergoes autonomic functional 
changes after the menopause in a manner similar to 
those seen after castration. The gland enlarges and 
there are increased numbers of basophilic cells that 
become vacuolated and form the so-called castration 
cells. 

Pituitary changes which occur at puberty, resulting 
in the beginning of gonadotrophic activity, are not 
reversed at menopause; pituitary function continues 
or attempts to continue to stimulate ovarian function 
even after the ovary no longer responds. The con- 
clusion, then, would be that menopause results from 
a senile change in the ovary. 


Postmenopausal persistence of ovarian function * 
Ovarian function after menopause was investigat- 
ed® in 1,768 smears from women who had not men- 
struated for over a year and had received no estrogen 
therapy for at least 6 months. The deficiency of es- 
trogen effect was noted in 44.8 per cent of the 
women; this persisted in 55.2 per cent. Vaginal 
smears taken | to 2 years after spontaneous cessation 
of menstruation showed a 17.7 per cent incidence of 
moderate to marked estrogen deficiency and 8.2 per 
cent incidence of slight deficiency. In 24.8 per cent 
of the women in this group, moderate to marked 
estrogen effect persisted and the remainder (ap- 
proximately 50 per cent) showed only slight estrogen 
effect. 

Vaginal smears were re-evaluated 2 to 5 years 
after spontaneous cessation of the menses. Of this 
group, 30.1 per cent showed a marked to moderate 
deficiency and 50 per cent a slight deficiency. In 16.8 
per cent of this group there was a marked to mod- 
erate estrogen effect while 46.9 per cent indicated 
only slight effect. In patients evaluated 5 to 10 years 
after spontaneous menopause, estrogen deficiency 
was marked to moderate in 39.9 per cent and slight 
in 7.9 per cent. Moderate to marked estrogen effect 
was noted in 16.5 per cent and slight effect in 38.6 
per cent. 

Estrogen deficiency was marked to moderate in 
53.5 per cent of a group studied 10 to 15 years after 
spontaneous menopause. Slight deficiency was noted 
in 5 per cent, while moderate to marked estrogen 
effect persisted in 13 per cent. Smears taken 15 or 
more years after spontaneous cessation of menstrua- 
tion showed marked to moderate deficiency in 50.7 
per cent, while 16 per cent retained a moderate to 
marked estrogen effect." 

‘Suggested evidence that preserved ovaries can 
often continue to function for long periods after 
hysterectomy was found in a study of smears of 183 
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The climacteric is not a sudden, 
isolated occurrence, but a complex 
process of indeterminate duration, with 
far-reaching consequences. The 
most significant single event of this 
period is the cessation of menstruation, 


correctly termed the “menopause” 


women taken at least 1 year after that operation. In 
another study of 332 women examined 2 to 5 years 
after cessation of the menses, 36.1 per cent of those 
with normal menopause showed estrogen deficiency. 
Only 13 per cent of 39 patients showed appreciable 
evidence of ovarian deficiency 2 to 5 years after hys- 
terectomy. About 21 per cent fewer women who had 
undergone hysterectomy showed cytologic evidence 
of estrogen deficiency 5 to 10 years later if the 
ovaries were preserved, than those who have had 
spontaneous menopause. Ovarian deficiency was 
noted in about 30 per cent fewer women in each 
group when menstruation stopped after hysterectomy 
than when there was spontaneous cessation of pe- 
riods.* 

The data would seem to suggest that, among 
women who show an estrogen deficiency on vaginal 
smears taken 2 years after cessation of their periods, 
there are more younger women with hypertension 
than among the average population. On the other 
hand, when a smear suggests persistent estrogen 
deficiency the incidence of mild hypertension ap- 
pears to be only one fourth to one third of the av- 
erage figure.® 

The fact that estrogen effect persists in a majority 
of women more than 15 years after hysterectomy sug- 
gests that preserved ovaries may continue to function 
for many years. On the other hand, persistence of 
the estrogen effect in many patients for years after 
removal of both ovaries seems to indicate that tissues 
other than the ovary may be important sources of 
estrogens. However, there is little to suggest that 
extraovarian estrogens can be provided in large 
enough amounts to compensate for the deficiency 
after oophorectomy. Since production of estrogen by 
the so-called extrapelvic sources is not predictable, it 
follows that the effects of ovarian extirpation are not 
predictable. When the ovary appears normal the 
value of oophorectomy now seems questionable at 
any age and is particularly to be avoided in younger 
women. Estrogen deficiency or absence, particularly 
in the years before spontaneous cessation of periods, 
may be accompanied by atrophic vaginitis, osteo- 
porosis, and atherosclerosis; the incidence tends to 
be 25 per cent higher in women undergoing oopho- 
rectomy before age 50. The relation of osteoporosis 
to estrogen and androgen deficiency seems to be 
manifested by the prompt response of these patients 
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to administration of 10 parts testosterone and 1 part 
estrogen. The changes induced by oophorectomy 
may result not only in discomfort and disability but 
may eventually shorten the lives of persons so af- 
fected.’ 


Increase of gonadotrophins ¢ In addition to the 
histologic changes noted at climacteric, there is a tre- 
mendous increase in the amount of gonadotrophins, 
particularly the follicular-stimulating hormones, 
which seem to be present in the blood and urine, 
This remarkable increase in pituitary gonadotrophins, 
which may amount to more than twenty times nor- 
mal quantity, often makes its appearance before the 
actual cessation of menstruation and persists into old 
age. The relationship between the severity of the 
climacteric symptoms and the amount of gonado- 
trophins present can be pointed out, but it is doubt- 
ful whether this is entirely a cause-and-effect 
phenomenon. It is important to remember, while 
evaluating the various findings and symptoms which 
accompany the climacteric, that this is not a disease 
complex but merely a transitional period of life. In 
some 15 per cent of women the menopause—cessa- 
tion of menstruation—is the only sign. In about 90 
per cent there are no disturbances severe enough to 
hinder the individual from carrying on her usual oc- 
cupation. In the remaining 10 per cent, while dis- 
turbing symptoms are incapacitating for varying 
periods, many complaints are not directly attributa- 
ble to the climacteric itself, but to existing organic 
lesions. Others feel the influence of hereditary traits, 
emotional background, nutritional defects, and time- 
worn superstitions and fear. 


Symptoms and complications 


Physical manifestations * The actual menopause 
may occur in one of several ways. The menses may 
cease without any preceding changes, or may occur 
at progressively longer intervals and become scantier 
and of shorter duration. Hyperplasia of the endo- 
metrium is particularly prone to occur at this time, 
and is suggested whenever the flow becomes more 
profuse or occurs more frequently. Every instance 
of abnormal uterine bleeding must be carefully in- 
vestigated and considered as potentially indicative of 
malignant change. The greatest single symptom of 
the menopause is the cessation of menstruation. The 
symptoms vary with individuals, not only in duration 
of the menopause, but also in type and severity. 
Other symptoms can include vasomotor disturbances, 
irritability, depression, fatigue, flatulence, or exag- 
geration of other ailments, both physical and mental. 

Distressing symptoms can be caused by the atro- 
phy of the accessory genital organs which attends 
the loss of ovarian function. Loss of tone in the sup- 
porting structures of the pelvis predisposes to relaxa- 
tion, with consequent development of cystocele, 
rectocele, and uterine prolapse. Atrophy of the 
vagina leads to senile vaginitis and krausosis vulva; 
these are believed to be sequelae of the atrophic 
changes. Other frequent symptoms are pruritis vul- 
vae, spotting or actual bleeding, and leukorrhea, as 
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well as dyspareunia, incontinence, urgency, and 
burning on urination. 

The climacteric is most frequently associated with 
the symptom of hot flashes, which result from vaso- 
motor instability. These may occur only once or 
twice a day or may come at frequent intervals. They 
consist of hot sensations that creep over the body, 
sometimes accompanied by profuse perspiration, 
followed by sensations of chills. They last only 2 or 
3 minutes at a time but may be severe enough to 
interfere with sleep. Circulatory symptoms may in- 
clude tachycardia, palpitations, dyspnea, and chok- 
ing sensations. Variable nervous manifestations may 
include insomnia, dizziness, neuralgias, and various 
disturbances of sight and smell as well as so-called 
menstrual headaches, 


Emotional disturbances * In spite of widespread 
belief to the contrary, psychotic reactions do not oc- 
cur more often at this time than at any other age. 
Most women who have sound mental and physical 
constitutions do not exhibit abnormal mental states 
at this period. However, there is a certain percentage 
of women who do have emotional problems, the most 
striking of which is emotional instability. A pre- 
climacteric psychotic potential is found in most 
women who have notable abnormalities. Changes in 
libido vary greatly and depend on many extraneous 
factors. Sometimes it is decreased, and sometimes it 
increases; often a happy sexual life continues beyond 
menopause. 

There is some difficulty in distinguishing anxiety 
and neurosis from the menopausal syndrome because 
typical anxiety attacks are not too infrequent at this 
age. As has been suggested, such things as hot 
flashes, emotionality, irritability, and changes in the 
menstrual cycle are characteristic of the menopause. 
When typical anxiety symptoms are added, the pa- 
tient shows signs typical of involutional melancholia. 
However, it is notable that only the vasomotor symp- 
toms respond at all to the administration of estrogen. 


Associated disorders * Another association of the 
inevitable “forties” is increase in body weight, al- 
though it cannot be ascertained to what extent endo- 
crine changes and the climacteric itself contribute to 
obesity in women of this age. An appreciable num- 
ber complain of joint pains, a condition which has 
often been termed as “menopausal arthritis.” Other 
occasional disturbances include gastrointestinal dis- 
orders, especially constipation, vague pains through- 
out the body, and an abnormal growth of hair on the 
face. The assumption that libido is unaffected by the 
menopause is questionable, but where there is atro- 
phy of the genitalia after complete cessation of 
ovarian activity, there seems to be little physiologic 
genital stimulation of the libido. It might even be 
stated that whatever sex desire remains is apparently 
psychic and ascribable to habit. The knowledge that 
pregnancy is no longer possible may be helpful. The 
pituitary gland can scarcely be a factor in stimulat- 
ing libido since its action is always direct. It should 
be remembered that complete cessation of physio- 
logic genital activity is not synchronous with meno- 
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In spite of widespread belief to 


the contrary, psychotic reactions do 


not occur more often at this time 
than at any other age. Most 
women who have sound mental and 
physical constitutions do not exhibit 


abnormal mental states at this period 


pause since some ovarian activity can persist until 
the age of genital senility.” 

Hypertension is not ascribable to menopause and 
is not materially affected by it; however, there is a 
tendency toward transitory elevation of blood pres- 
sure, sometimes by as much as 30 or 40 points, as a 
result of nervous instability.” 

Much research has been done on the relationship 
between castration by surgery or radiation (because 
of absence of ovarian function) and hypertension 
and arteriosclerosis. Studies taken decade by decade 
show that the incidence of severe coronary arterio- 
sclerosis is 10 to 45 per cent greater in oophorec- 
tomized women than in those regarded as controls. 
It has been suggested that the hormonal activity of 
the ovary contributes to both the nutrient and car- 
diovascular enzyme systems. Current substitutional 
therapy replaces only the estrogenic function of the 
ovary. Some investigators believe that when the 
total picture of ovarian function is better known 
there will be less of the now prevalent practice of 
removing the ovaries when only hysterectomy is indi- 
cated. It is suggested that even if it were universally 
practiced so-called prophylactic oophorectomy would 
not significantly reduce the over-all picture of ovar- 
ian malignancy. No more than 15 per cent of women 
over age 40 are likely to have pelvic laparotomy. 
Removal of both ovaries in all women having lapa- 
rotomy after age 40 would therefore not be expected 
to reduce the over-all incidence by more than the 
corresponding 15 per cent of the total probability 
figure. In other words, removing both ovaries of the 
150 women having pelvic laparotomy after age 40 
among each 1,000 women would simply reduce the 
eventual incidence of ovarian cancer from 8 to 7 
cases per thousand.* 


Altered anatomy * Anatomic changes occur in con- 
nection with the menopause as do other symptoms 
and signs. Involutionary changes in the genital or- 
gans and breasts are initiated with the onset of meno- 
pause and progress throughout subsequent years. 
The velvety appearance of the vascular mucosa 
changes and becomes thin and pale. The cervix be- 
comes mottled and patches of catarrhal inflamma- 
tions may appear on its surface. The hair of the 
vulva thins and grays, and the vulva itself flattens 
because of loss of the cushioning of fat. The clitoris 
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all but disappears through atrophy. The meatus 
urinarius sometimes appears granular, and the mons 
veneris is flattened as a result of fatty tissue loss. 

The vagina sometimes narrows and contracts to a 
point of almost complete obliteration. The vaginal 
mucous membrane shares in the atrophic changes 
and shedding of the epithelium. The uterine body 
becomes progressively smaller until there is little 
more than a fibrous nodule left. The cervix may also 
atrophy to a point where it is scarcely recognizable, 
and the cervical canal is all but obliterated. The fal- 
lopian tubes become shorter and thinner and the 
fimbriae disappear. The ovaries decrease in size to 
half their former proportion, and their surfaces be- 
come white and opaque. Follicles all but disappear 
and the corpus lutum no longer develops. The 
breasts often become flattened and flabby as a result 
of fat loss and atrophic changes in the glands. There 
is a tendency toward obesity in many women but 
there are also many who lose weight. 

Uterine fibroids, whatever their location, can 
cause postponement of the menopause. Fibroids are 
very likely to exist in a woman of 51 or more who 
has never ceased to menstruate and always bled 
regularly. It has been claimed that 95 per cent of all 
women over age 55 who have not yet had the meno- 
pause have fibroids. Women with fibroids do not 
stop menstruating at a certain age and then resume 
periodic bleeding as a result of fibroids; such a his- 
tory indicates a likelihood of carcinoma. 


Treatment of menopausal patients 


Treatment of the woman experiencing menopause 
is individualized. The physician must treat his pa- 
tient as a woman rather than as an entity of meno- 
pause, regardless of what modalities he employs. It 
is his aim to restore or continue the patient in a nor- 
mal life as a woman, a wife, or a mother. 


Indications for estrogenic therapy * A majority of 
women are uncomfortable during this period of wan- 
ing ovarian activity and many require relief both 
from hot flashes and from a markedly unstable equi- 
librium. It is unfortunate that the realization that 
estrogenic therapy for menopause or menstrual dis- 
turbances is the most successful of all hormone 
treatments has brought along its use with too many 
patients. Many patients have received much unin- 
terrupted treatment over long periods; physicians 
have been too anxious to afford relief and patients 
too eager to have it. 

It should be emphasized that a most painstaking 
history should characterize the examination of meno- 
pausal patients. Many who have received estrogen 
are healthy individuals without symptoms, who are 
merely reporting for a check to be assured of good 
pelvic health. Others have only fatigue and anxiety 
neuroses, and still others have physical ailments en- 
tirely unrelated to gynecology. There are many 
lesser symptoms for which estrogens are not indicat- 
ed. The administration of estrogens is often casual, 
sometimes underdone, but more often given too con- 
tinuously for too long a time. 
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The chief indication for estrogen therapy are hot 
flashes, flushes, sweats, fatigue, nervousness, depres- 
sion, psychosis, profound malaise, bloating, arthroses, 
headache, and senile vaginitis. 

The recognition of menopausal distress may he 
elusive. It is often difficult to evaluate the propor- 
tionate amount of the patient’s discomfort ascribable 
to the menopause itself. Because of this, use of a 
therapeutic test of estrogenic material is often help- 
ful to “wash out” the menopausal symptoms; the re- 
lief obtained during the period of treatment is con- 
trasted with a control period during which no medi- 
cation is given. 

Oral administration is becoming preferable in al- 
most all cases, and intramuscular injection of estro- 
gen is indicated only in the unusual patient who can- 
not tolerate or does not obtain relief from oral 
therapy. Implantation of pellets and the use of slow- 
ly absorbed parenterally injected crystalline estrogen 
has little place in treatment of the menopause. 
Ethinyl estradiol, an inexpensive derivative of estra- 
diol, is highly satisfactory, the optimum dosage for 
the average case being 0.05 mg. daily. The material, 
or a kindred nontoxic product, should supplement 
stilbestrol. If flushes are found to annoy greatly a 
sedative may be used during the rest period. 


Treatment of specific complaints * Patients who 
suffer from nausea or otherwise refractory conditions 
can be treated by potent parenteral estrogenic medi- 
cation as a therapeutic trial. Intramuscular therapy 
may not suffice, and recourse to phenobarbital or 
other sedation usually is satisfactory. If symptoms 
are still refractory, I have found the addition of liver 
extract to be helpful. 

Thyroid medication is frequently indicated as it 
is in so many endocrine disturbances. Basal metabolic 
rate and blood cholesterol determinations are quite 
as important as examination of the blood, determina- 
tion of the blood pressure, and a thorough physical 
examination, and almost merit routine inclusion. 

In cases where vaginal burning or dryness or other 
inexplicable vaginal discomfort is the sole complaint, 
treatment may consist of vaginal suppositories con- 
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woman rather than as an entity 
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taining estrogens in preference to oral estrogens. 
Stilbestrol is. inexpensive and satisfactory for this 
purpose. 

In general, the castration menopause is no more 
severe or difficult to manage than the natural meno- 
pause. After operations requiring removal of the 


ovaries, administration of estrogens is usually begun - 


at once, and discontinued after a few months if the 
patient is comfortable. However, the radiation meno- 
pause is sometimes extremely severe and difficult to 
cope with. The adjunctive use of vitamins, dietetic 
care, hydrotherapy, and sedation are useful in treat- 
ing symptoms in these patients. After intensive ir- 
radiation, as for cancer, the symptoms are rarely 
severe. In selected cases in which severe flashes oc- 
cur after irradiation and in which other phenomenal 
conditions are present, additional sedation frequent- 
ly proves helpful. 


Side effects and substitutions for estrogens * 
Bleeding is a frequent and distressing complication 
of estrogenic therapy. When use of medication is 
stopped cessation of bleeding usually occurs within 
2 or 3 weeks. When the bleeding is nonmalignant it 
is necessary to exercise judgment as to whether to 
resume estrogenic therapy at a later date. If this is 
done, the dosage must be carefully controlled, par- 
ticularly with regard to continuous administration. 
It should also be remembered that androgens might 
be helpful and that thyroid therapy bears considera- 
tion. 

It is generally true that one should be fearful of 
overestrinization of patients who tend to bleed. There 
have been recent reports which suggest that vitamin 
E may be helpful to many women who have dis- 
tressing symptoms and in whom estrogens are con- 
traindicated because of bleeding, a history of cancer, 
or extensive endometriosis. 

If the flow persists after discontinuance of estro- 
gen a thorough curettage is indicated. If estrogenic 
medication has been long continued and bleeding 
persists over a considerable period, interpretation of 
the curetting may be erroneous. Hyperestrogenism 
produces an endometrial pattern which simulates 
adenoma malignum. 

If androgenic hormones are employed as thera- 
peutic agents in women considerable care and super- 
vision are required because of the adverse effects 
which they may produce. Their prolonged adminis- 
tration in large doses may result in masculinizing 
changes. Among these are hirsutism, especially no- 
ticeable on the face, deepening of the voice, and en- 
largement of the clitoris. Although these changes are 
transitory and disappear gradually when use of the 
hormone is discontinued, they may persist several 
months. In general, the total dosage should be limit- 
ed to 400 mg. per month in order to avoid these 
sequalae; however, mild hirsutism has been seen fol- 
lowing the usual dosage of 250 mg. Use of the male 
hormone also results in definite increase in libido, 
probably because of vascular changes induced in the 
region of the clitoris. It should not be used thera- 
peutically for this purpose, however, since the effect 
is of limited duration. 
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Clinical indications for use of the male hormone 
in women are essentially the same as those recom- 
mended for the use of estrogen. It may be of value 
in treating climacteric symptoms in patients who 
have functional bleeding or who have a tendency to 
bleed during the administration of estrogen, or who 
have carcinoma of the breast. A combination of es- 
trogens and androgens can be used, which would 
reduce or cut out entirely some of the side effects 
of one or the other hormone. 


Treatment of renal disorders * The relation be- 
tween the menopause and kidney symptoms is indi- 
rectly through vascular disturbances. When kidnéy 
disturbances are coincident with the climacteric, in- 
hibitory hormone therapy is also useful. It has been 
proved that during pregnancy the ureter is highly 
sensitive to hormones. Ureteral ectasia is partly 
caused by hyperfolliculinism through hypophysial 
blockage. Endometriosis of the bladder is the most 
notable clinical sign of vesicle pathology of endo- 
crine origin. Minor vesicle symptoms of hormones, 
particularly hyperfolliculin, are cystopathies associat- 
ed with definite life periods such as puberty, men- 
struation, pregnancy, or menopause, or with hor- 
monal disturbances of the genital tract. They are 
most commonly seen in the menopausal period. 

Such subjective symptoms as urgency, sometimes 
to the point of incontinency, pollakiuria, pain during 
and after urination, and dysuria may predominate. 
Pelvic congestion and nervous irritation may aggra- 
vate these disturbances to produce fatigue, irritabil- 
ity, and genital neurasthenia. Objective findings are 
minimal or lacking; the urine is clear and sterile, and 
cystoscopy and urography have normal findings. 
Treatment of these menopausal cystopathies is the 
same as for the menopause in general, with andro- 
gens, estrogens, progesterone, or a combination of 
these. Usage is empirical, with the precautions nec- 
essary in all hormone therapy of uncastrated women. 
Instillation of hormonal solutions containing estra- 
diol, progesterone, and testosterone have been effec- 
tive. The fact that hormone therapy has been success- 
ful provides proof that some cystopathies, particularly 
at the menopause, are endocrine in origin. 


Rationale and dosage for estrogen * There is no 
evidence that estrogen or any other hormone initiates 
or generates cancer. If it were carcinogenic or a 
precursor of carcinoma, the incidence of malignancy 
in the procreative organs and breasts would be much 
greater now than it was in 1930 when few, if any, 
women used estrogens. However, the death rate 
from cancer of these organs is essentially the same 
now as it was in the year of Dorsey’s discovery of 
estrogen.’ The use of estrogen at the menopause as 
a physiologic-gerontologic tool is an individual, not 
a general, problem. Both psyche and soma suffer 
from total estrogen deprivation, with outstanding 
physical changes occurring along with the philosoph- 
ic and sexual. The commonest systemic osteopathy is 
postmenopausal osteoporosis. There are far-reaching 
effects on the whole system. Coronary atheroscle- 


-rosis with high plasma cholesterol values is more 
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common after bilateral oophorectomy than in normal 
controls. It is known that estrogen can stimulate 
osteoblastic activity, restore calcium to the bone, and 
lower plasma total cholesterol values in atheroscle- 
rotic subjects. During the menopause all women have 
somatic degenerative changes—some severe, some 
slight, but all progressive.® 

The administration of estrogens is practical both 
by mouth and by hypodermic injections. Potent and 
cheap oral preparations are available, among the 
best of which are the synthetic drugs, particularly 
diethylstilbestrol. However, these substances pro- 
duce disagreeable side effects, such as nausea, vomit- 
ing, and abdominal pain; initial doses should be 
small and medication taken at bedtime. A satisfac- 
tory nightly dose of stilbestrol is 0.25 mg.; Premarin, 
0.62 mg.; hexesterol, 2 mg.; of benzestrol, 2 mg.; and 
of ethinyl estradiol, 0.05 mg.° 

All estrogens, and especially the highly potent 
synthetic ones, tend to cause uterine bleeding even 
years after the cessation of menstruation. Because 
of this women should be warned not to take them 
continuously. An excellent rule for patients to follow 
is to take one dose every night for 20 nights, stop for 
10 nights, resume for 20 nights, and so forth. As soon 
as menopausal symptoms are relieved, medication 
should be taken every second night, and then less 


often, and finally stopped. If the prescribed dosage 
does not stop menopausal symptoms and there are 
no disagreeable side effects, the dosage should be in. 
creased, and again decreased as soon as relief is ob. 
tained.® 

It has reasonably been asked by many women 
why the phenomena of the menopause and the aging 
process should not be postponed. Phenobarbital, 
anticholinergics, and psychotherapy may alleviate 
the vasomotor discomfort and panic reactions, but 
not the aging process itself. Estrogen will, and many 
such preparations are used with or without the sanc- 
tion of the medical profession.* 

Although the climacteric has been called the crit- 
ical age, most women can be relieved of their symp- 
toms. It is important to have one or more talks with 
the woman who complains of menopausal symptoms, 
If these talks took place a year or two before the 
menopause, there would be less need for prescribing 
estrogen. 3161 Los Feliz Blvd. 
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Management of persistent 


urinary infections* 


H. WILLARD STERRETT, JR., D.O., Philadelphia, 
Pennsylvania 


A patient may present himself or herself to the 
urologist with a complaint of backache, pain, and 
any number of urinary symptoms. During the course 
of history taking and physical examination a routine 
urinalysis reveals the presence of pus cells. If the 
patient has consulted a general practitioner first, in 
all probability the usual treatment has been given 
in the form of sulfa drugs or one of the antibiotics. 
The infection may have shown improvement and 
later recurred, or else no change was noted. Occa- 
sionally some more specific urologic evaluation 
*Presented before the Urological Section, American College of Osteo- 


pathic Surgeons, at the annual Clinical Assembly, Los Angeles, October 
28, 1959. 
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might have been carried out, such as testing for 
residual urine, an abdominal survey film, or excre- 
tory urogram. However, even though x-rays may be 
taken, it is most important that they be accurately 
interpreted and correlated with the clinical history 
and other physical findings. 

Infection, when evidenced by pyuria, must be lo- 
cated and placed at the level of the urethra, bladder, 
or kidneys, and then treatment can be instituted. 


Diagnostic procedures 


A very careful history and physical examination 
are essential. These procedures should not need any 
explanation except to emphasize the need for a 
check on residual urine by catheterization or cysto- 
scopic examination after the patient has voided. 


The three-glass test is one of the easiest tests that 
the urologist performs, and it frequently gives clues 
or answers to previously unexplained cases of pyuria. 
More than one case of persistent pyuria has been 
found to be a urethral infection, and yet on analysis 
of specimens voided by males this is often over- 
looked. The three-glass test permits the first portion 
of voided urine to “wash out” the urethra; the second 
glass represents the bladder urine; and the third 
glass represents the urine from the end of micturi- 
tion and includes any mucus or evidence of infection 
that might be in the prostate gland. I have never 
actually seen a positive third specimen but still feel 
that there is merit to this manner of securing the 
urinalysis. In female patients a routine catheterized 
specimen immediately helps to rule out a urethritis, 
but once again the clinical findings must be evalu- 
ated. 

A good example of a case of an apparently per- 
sistent urinary infection that was inaccurately diag- 
nosed was seen in the outpatient clinic of the Phila- 
delphia College of Osteopathy. 


Case 1 *A 39-year-old Negro woman had originally 
been on the obstetric service of another hospital. 
Following her last delivery, 2 years before she regis- 
tered in our clinic, she had received a routine post- 
natal check. She had complained of an urgency and 
increased urinary frequency and was told by the 
obstetrician that she had cystitis. Bladder irriga- 
tions were carried out, but the patient experienced 
no relief from her discomfort. Finally she resolved 
to put up with the problem and discontinued her 
clinic visits. 

A year later she had more difficulty with voiding, 
this time having developed burning and pain with 
micturition. She registered in our clinic and was sub- 
sequently referred to Urology. Routine laboratory 
studies were carried out, and a voided urine speci- 
men demonstrated a considerable number of pus 
cells. Urinalysis of a catheterized specimen was 
ordered, and the culture was reported as being en- 
tirely negative. It was then assumed that this was a 
vaginal contamination, and the patient was referred 
to the gynecology clinic for management of vagi- 
nitis. The attending staff physician was not available 
at the time and bimanual examination was carried 
out by the gynecology resident. He reported that the 
findings were not too significant; he could not find 
sufficient pathologic change to confirm the clinical 
picture as presented to him. 

The patient was again referred to Urology and 
cystoscopic examination was carried out. Aside from 
trigonitis, no other findings were noted at the blad- 
der level. Urine was subsequently examined again, 
and was reported as negative for evidence of infec- 
tion. However, it has been our practice, in nearly all 
female patients having cystoscopic examination, to 
perform a bimanual examination and digitally evalu- 
ate the urethra against the cystoscope as a guide. In 
this procedure we immediately discovered the 
pathologic area: a urethral diverticulum with a pe- 
culiar club-shaped calculus. Subsequent urethros- 


copy and urethrography identified a good-sized 
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Recurring cases should have a complete 


investigation. The urethra frequently 
is overlooked as a source of 
infection. The bladder is easily 
examined by cystoscopy and radiographic 
procedures but should be considered as 
possibly secondary to upper tract disorders 


diverticulum and, although the stone was broken at 
time of surgical repair, it has been preserved for 
teaching purposes. 


Once the urethral level has been ruled out as a 
site of infection the bladder can usually be cleared 
by cystoscopy. In cases of questionable diverticula, 
a contrast cystogram can be performed, preferably 
by aqueous media rather than pneumocystography. 
Frequently small necks of diverticula will not be 
observed until the bladder is moderately well dis- 
tended. Consequently, in cases of persistent or un- 
identified infection, cystoscopy with full dilatation 
of the bladder is recommended, as well as volumetric 
determinations. The inexperienced cystoscopist 
should also be careful in ruling out the area by call- 
ing the condition a simple cystitis. 

Infection may still be present even if a urogram 
appears to be normal. This is particularly true of 
certain types of infections, especially the acid-fast 
organisms. 

As mentioned above, the bladder can easily be 
examined, but in cases of infection renal involvement 
must be ruled out. Unless the ureters are catheter- 
ized and urine segregated, the offending kidney can- 
not always be located. It must be mentioned that 
there are certain contraindications to this procedure. 
If the urine in the bladder is obviously infected and 
the diagnosis established at this level, the procedure 
of routine ureteric catheterization may be the means 
of taking the infection upward from the bladder to 
the kidney and thus causing an additional compli- 
cation. 

Ureteric specimens, once collected, may help to 
localize the infection to one or both sides according 
to the source of the pus cells. Cultures and anti- 
biotic sensitivity tests are most desirable. It has 
been mentioned earlier that before these patients 
have been seen by the urologist most of the conven- 
tional antibiotic agents have been used without 
results. 


Renal tuberculosis 


Colby' states that the chief symptom of renal tu- 
berculosis is vesical irritability. Other symptoms 
may be associated with this complaint, but often the 
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diagnosis of “cystitis” is so easy to make that the true 
cause is not established. Not until local bladder 
irrigations, bladder dilatations, and use of bladder 
antispasmodics and sedatives have failed does the 
physician become aware that something else may be 
at fault. Sterrett? considered persistent pyuria with 
sterile cultures to be tuberculosis unless proved 
otherwise. 

Once suspected, renal tuberculosis is not always 
difficult to prove, but getting around to it may take 
many months or even years.’ The finding of bacilli in 
the urine and cultures confirms the diagnosis. Man- 
agement may vary with the case; it must be estab- 
lished whether or not surgical intervention is neces- 
sary. It is my feeling that if no physical destruction 
of the kidney is evident on pyelography, conserva- 
tive management employing streptomycin, PAS, and 
isonizid therapy is desirable. If there is bilateral de- 
struction, further conservative therapy is in order. 
If there is unilateral destruction and the other kidney 
appears free of infection after a period of conserva- 
tive therapy, then nephrectomy is in order. 

Two cases might well represent the problems of 
unexplained pyuria. 


Case 2 ¢ A 37-year-old white man was referred to 
the hospital with a persistent pyuria and submitted 
reports of repeated urine cultures that were sterile. 
An excretory urogram was performed on September 
7, 1957, and reported as demonstrating calcifications 
at the proximal right renal level. There was also 
evidence of caliectasis and pyelectasis without evi- 
dence of obstruction to the ureter or pelvis. Findings 
were believed to be representative of pyelonephritis, 
and retrograde pyelography was recommended. This 
study was carried out, and smears and cultures on 
segregated urines were subsequently reported as 
being positive for evidence of the tubercle bacillus 
on the right side; the retrograde pyelogram further 
confirmed this evidence. Following medical consul- 
tation, proper antitubercular treatment was begun, 
and the patient improved symptomatically after the 
first week. He was discharged after the diagnosis 
had been established and continued on streptomycin 
therapy until urine smears and cultures were appar- 
ently sterile; then on October 17, 1957, right ne- 
phrectomy was carried out with excellent healing. 
The patient was discharged on the tenth postopera- 
tive day, wound healed. 


Case 3 * A 49-year-old white woman had been re- 
ferred to a_ radiologist by her family physician for 
studies of the lumbar spine and pelvis because of a 
chief complaint of backache. Repeated urinalyses 
had revealed varying amounts of leukocytes from 
many to as few as 6 to 12 per high-power field; how- 
ever, no specific attention had been directed to this 
finding. The patient offered no urinary complaints, 
although she did report backache in the middle and 
upper lumbar areas, and osteopathic manipulative 
therapy had not been too beneficial. The spinal 
studies were not significant, and “on a hunch” the 
general practitioner requested an intravenous uro- 
gram which was performed on July 3, 1958. The 
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Renal diseases include many varieties 
of pathologic change. In the 
persistent case of pyuria without 
other demonstrable disorder, renal 
tuberculosis should always be 
considered. Once entirely diagnosed, 


the treatment is usually routine 


right side was reported as being negative; however, 
because of poor delineation and contrast on the left 
side as well as inadequate renal function, retrograde 
pyelography was recommended. The patient was 
hospitalized at the Hospital of the Philadelphia Col- 
lege of Osteopathy on July 7, 1958, for this study. 

Cystoscopy and left ureteric catheterization were 
carried out without any difficulty, but there was 
some duplication of the patient’s complaint as the 
catheter encountered an obstruction 25 cm. from 
the left os. Fluoroscopically controlled filling of the 
left renal pelvis was carried out and a bizarre picture 
was noted. The report rendered was that of a left 
renal-colic fistula, and an old inflammatory destruc- 
tive lesion was considered as the etiologic factor. 
Barium clysma was then carried out with a special 
contrast medium (Renografin). The area of the 
fistula was noted by restriction of the bowel, but 
there was no retrograde filling of the renal pelvis. 
Efforts to identify the tubercle were not successful, 
and additional consultation was requested with an 
authority on tuberculosis. Lung studies were nega- 
tive. In view of the markedly positive purified pro- 
tein derivative test, the consultant concurred with 
the diagnosis of renal tuberculosis and recommended 
withholding surgical intervention until the patient 
had had the benefit of conservative therapy. 

Nephrectomy was considered at this time, but in 
view of the problems involving management of the 
colic fistula and a question about type of surgical 
approach (abdominal versus flank), it was decided 
to follow the consultant’s therapeutic recommenda- 
tion. The patient was to be given a complete course 
of antitubercular therapy in the hope that the fistula 
might close spontaneously. The patient was dis- 
charged to the care of the family physician and 
placed on streptomycin, 1.0 gram intramuscularly 
twice a week, 100 grams of INH four times daily, 
10 grams of PAS four times daily, and bed rest for 
4 weeks. 

On January 19, 1959, the patient returned to the 
hospital for another retrograde pyelogram and find- 
ings were somewhat as before, but no urine was re- 
covered from the kidney and it was believed now 
to be nonfunctioning. The pyelographic findings 
were almost the same as before; no improvement 


was noted. The patient continued to have her back- 
ache and original symptomatology. After being dis- 
charged and instructed to continue with the same 
medication, the patient became mentally depressed. 
Her physical complaints were the same, and finances 
had become a factor because of loss of time from 
work. Reappraisal was carried out in the hospital 
on August 5, 1959, and the findings were identical. 
The right kidney was re-evaluated and found to 
be clear. After further conference, it was decided 
to carry out left nephrectomy employing the flank 
approach, with resection of the twelfth rib to permit 
adequate exposure. 

At surgery the kidney was found to be quite small 
and atrophic. Dissection was carried down through 
dense, fibrous, inflammatory tissue surrounding the 
kidney until the fistulous tract was located. After 
ligation of the blood supply and amputation of the 
ureter, the kidney was free except for its connection 
with the colon. The fistula was approximately 4 cm. 
in length and no more than 1 mm. in diameter and 
attached to the posterior peritoneum and descending 
colon approximately 15 cm. from the splenic flexure. 
The colon was freed from the peritoneum as much 
as possible; the fistulous tract was clamped at the 
distal end, cut with scalpel, and phenolized; and the 
stump was inverted into the bowel as in appendec- 
tomy procedures. A drain was placed in the renal 
fossa and the wound closed. The drain was removed 
entirely on the fourth postoperative day. The patient 
was ambulated in 48 hours, and the wound healed 
with primary healing except for the small area where 
the drain had been placed. The patient continued 
on her antitubercular regimen for an additional 6 
months following operation at the request of the 
internist on the case, but at no time was there evi- 
dence to make us suspect poor healing or fistula 
formation. 

Re-examination of the urinary tract and bowel 
was to be carried out 6 months postoperatively. 
After the immediate soreness of the incision had dis- 
appeared, the patient was symptom-free. 


Chronic pyelonephritis 


The management of pyuria in a chronic pyelone- 
phritis often presents a problem, especially when the 
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organism has apparently resisted antibiotic therapy. 
Renal lavage has been found to be beneficial in 
some cases. | 


Case 4 ¢ This patient had previously been ne- 
phrectomized for an atrophic pyelonephritis (Gold- 
blatt kidney) with hypertension. Clinical symptoms 
of chronic pyelonephritis persisted, including back- 
ache, malaise, and increased frequency of urination. 
Albumin and low urinary specific gravity were com- 
monly found. Previous treatment with antibiotics 
had been unsuccessful, and cultures revealed various 
organisms. It had been noted, however, that fol- 
lowing retrograde pyelography there would be a 
general clinical improvement. It was theorized that 
the contrast iodine medium was astringent to the mu- 
cous membrane of the renal pelvis and calices and 
that employment of another medication might be 
even more beneficial. Consequently a treatment 
with 1:1000 silver nitrate was devised, and the renal 
pelvis was lavaged with this solution. The patient 
improved immediately. Urinary findings returned 
to normal with the exception of the lowered specific 
gravity, and pus and albumin disappeared. 

The exact pharmacophysiologic effect of this 
medication is not fully understood, but in several 
cases it has worked surprisingly well. The idea is 
offered for further consideration and evaluation. 


Summary 


Pyuria is a symptom that is frequently encoun- 
tered and generally adequately handled by the gen- 
eral practitioner. Recurring cases should have a 
complete investigation. The urethra frequently is 
overlooked as a source of infection. The bladder is 
easily examined by cystoscopy and radiographic 
procedures but should be considered as possibly 
secondary to upper tract disorders. Renal diseases 
include many varieties of pathologic change. In the 
persistent case of pyuria without other demonstrable 
disorder, renal tuberculosis should always be consid- 
ered. Once entirely diagnosed, the treatment usually 
is routine. 1537 Pine St. 


1. Colby, F. S.: Essential urology. Ed. 3. Williams & Wilkins Co., 
Baltimore, 1956. 

2. Sterrett, H. W., Sr.: Personal communications, and lectures at 
Philadelphia College of Osteopathy. ; 
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Endometriosis 


Current concepts* 


JOHN A. FETZER, D.O., F.A.C.O.S., Detroit, 
Michigan 


On two previous occasions Dr. J. Donald Sheets and 
I have been privileged to present papers on endo- 
metriosis before this College. The first? dealt with 
details of theory, histogenesis, and pathology of this 
disease and presented our early clinical experiences. 
The ‘second? was devoted primarily to a statistical 
analysis of clinical experiences garnered over an 8- 
year period ending in 1954. The information and 
impressions recorded in these presentations express 
our approach to the problem of endometriosis. We 
have continued in the same general line with a few 
modifications; clinical experience since that time has 
served to reinforce our attitudes rather than to sig- 


nificantly modify them. 


Pathologic physiology and diagnosis 


It is hardly necessary to mention the frequency 
of occurrence and destructive potential of endome- 
triosis. This pathologic condition is second only to 
cancer in its ravages of the female reproductive 
system. 

Although no specific cause has been discovered, 
the theory of histogenesis based on a probable meta- 
plasia of coelomic epithelium under cyclic hormonal 
stimulation is now almost universally accepted. It is 
extremely doubtful that any cases actually result 
from retrograde menstruation secondary to intra- 
uterine pathologic change or cervical stenosis. 

Once established, these areas of metaplastic epi- 
thelium, which histologically resemble intrauterine 
endometrium, continue to flourish in the atmosphere 
of cyclic ovarian activity. They present the usual 
proliferative, secretory, and sloughing phases char- 
acteristic of endometrium. It is this activity which 
presumably accounts for at least part of the pelvic 
pain in these patients. In addition, the implants have 


*Presented at the annual Clinical Assembly of the American College 
of Osteopathic Surgeons, Los Angeles, October 27, 1959. 
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the property of invasiveness into adjacent tissues 
which leads to the more destructive forms of the 
condition so often seen. 

The extent and severity of the condition vary 
widely from case to case. Contrary to all expecta- 
tion, the severity of subjective symptoms often does 
not parallel the pathologic change. This we believe 
is an important point in diagnosis. A patient with 
rather severe subjective complaint may present mini- 
mal abnormality on pelvirectal examination, thus 
ruling out a diagnosis of endometriosis in the opinion 
of the examiner. Only after repeated examinations 
performed with meticulous detail will a small tender 
nodule in the cul-de-sac sometimes be identified. On 
the other hand, a patient with extensive pathologic 
change may have little or no complaint. 

One must understand, therefore, the great diver- 
sity of histories in these women. Only slightly more 
than half will complain of intermenstrual pain or 
dysmenorrhea.” Various other symptoms, ranging 
from abnormalities of bleeding through dyspareunia, 
account for lesser percentages. In 12 per cent of 
cases the patient will have no complaint leading to a 
suspected preoperative diagnosis.” 

It is often difficult to explain these paradoxical 
situations. Undoubtedly associated dysfunctional 
menstrual states, psychosomatic disturbances, or 
other associated organic pelvic disease can be in- 
criminated in many cases. Nevertheless, I believe 
that endometriosis must be considered second only 
to the dysfunctional menstrual states as a cause of 
chronic pelvic pain in the female. 

Pelvic implants of endometriosis are found in vari- 
ous locations, listed here in the order of their fre- 
quency: 

1. Uterosacral ligaments 

2. Ovaries 
3. Rectovaginal septum 
4. Peritoneum of rectosigmoid 
5. Bladder peritoneum 
6. Fallopian tubes and round ligaments 
7. Uterus. 

This order is at variance with that given by many 


other gynecologic observers, but in our experience 
uterosacral disease has occurred more frequently 
than ovarian involvement. 

In the presence of uterosacral ligamentous disease 
there is a tender nodularity which is the most char- 
acteristic physical finding and almost pathognomonic 
of the condition. In others, a slight induration of the 
ligament with pain on stretch will arouse suspicion. 
It is important to note that uterosacral and cul-de- 
sic implants may at times be better distinguished by 
rectal examination. 

Ovarian implants will eventually lead to the pro- 
duction of endometrial cysts which become adherent 
and often painful. More extensive disease leads to 
generalized fixation of the pelvic viscera. There can 
be little doubt that endometriosis is the most fre- 
quent cause of the so-called frozen pelvis. 

Invasive lesions of the rectovaginal septum or rec- 
tum or sigmoid wall may result in an obstructive 
tumefaction which closely resembles malignancy. 
The true nature of the lesion occasionally may not 
be known until after segmental bowel resection and 
biopsy examination are performed. 

Penetration of the rectum, urinary bladder, and 
vagina may lead to visible lesions within these struc- 
tures from which positive biopsies may be obtained. 
Isolated lesions of the portio vaginalis or cervix are 
not rare. Of course, even more distant sites of in- 
volvement are occasionally encountered, such as the 
appendix, ileum, umbilicus, and laparotomy scars. 
All of the possible locations and extensions of endo- 
metriosis are pertinent to a careful diagnostic scru- 
tiny or at the time of definitive operation. 

One of the most interesting facets of the endome- 
triosis problem has been its relationship to infertility. 
Although no cause-and-effect relationship has been 
established, it has long been recognized that some of 
these women are relatively, if not absolutely, infer- 
tile. We previously established an incidence of 20 
per cent,” although other factors such as the status 
of the husband were not considered, which would 
probably cause this figure to be corrected at a lower 
level. The fact that conservative surgery has been 
followed by conception in 23 per cent of cases does, 
however, strongly suggest the influential role of en- 
dometriosis in the fertility state. 

We have observed that the incidence of infertility 
is not directly proportional to the severity of the 
pathologic process. About two thirds of the infertile 
cases seen at surgery had limited pelvic disease. Al- 
most every one of these, however, had ovarian in- 


volvement. 


Management 


Obviously there can be no stereotyped program 
for the management of all patients with endome- 
triosis. Each case, whether suspected or proved, 
must be evaluated on an individual basis. It is fun- 
damentally important that the physician, and more 
especially the surgeon, maintain a basically conserv- 
ative attitude toward the problem. Several factors 
must be considered in the management of each 
case, the more important being: 
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1. Age of patient 

2. Marital and fertility status 

3. Severity of symptoms 

4. Extent of pathologic change 

5. Psychologic status. 

A much more conservative attitude is adopted in 
the management of the young woman than in the 
woman of 40 years or over. Surgical intervention is 
avoided unless the severity of pelvic involvement or 
failure of response to medical therapy necessitates 
its use. The beneficial effect of pregnancy on the 
progress of this disease is well recognized. Certainly 
pregnancy as closely approaches a_ prophylaxis 
against the advent or extension of endometriosis as 
anything known today. Any young woman with 
evidence of minimal or only suspected disease 
should be encouraged to marry early and attempt 
early and regularly planned pregnancies. If early 
marriage is not attainable, it may be wise to attempt 
to halt the advance of disease by periodic suspension 
of menstruation by artificial means. 

The young married woman with endometriosis is, 
of course, encouraged to become pregnant without 
delay. If the marriage is still barren after a year 
or more, a thorough fertility survey of both husband 
and wife should be carried out; only in this way can 
the possible role of the endometriosis be properly 
assessed. If subjective symptoms are not severe, an- 
algesic palliation may be all that is necessary, and 
meanwhile the couple can continue to attempt con- 
ception. However, if these symptoms become more 
severe in spite of relatively innocuous pelvic find- 
ings, palliation can be attained by the use of hor- 
monal therapy. When pelvic involvement is more 
extensive, especially with evidence of ovarian in- 
volvement and an infertility problem, surgical inter- 
vention is justifiable in view of the fair postsurgical 
conception rate. Again, each case must be individ- 
ually evaluated. Both husband and patient must 
be advised of the problem and their attitudes con- 
sidered. The general psychologic make-up of the 
patient and her reaction to the entire situation are 
to be considered before a final course is decided 
upon. 

The older woman who has either had her children 
or no longer desires a family creates much less of 
a problem. Many of these women are seen by the 
physician or surgeon for some other pelvic condition 
and endometriosis is diagnosed coincidently. Mild 
cases in which other operative treatment is not nec- 
essary can be treated palliatively with hormones. 
When palliation fails, when other pathologic condi- 
tion necessitates operation, or when the physical 
findings suggest extensive endometriosis, surgical in- 
tervention is indicated. 

The object of palliative hormonal treatment is 
usually to produce a prolonged period of menstrual 
suppression. Cyclic endometrial activity is thus ob- 
viated and the disease process remains static or 
regresses. Estrogens, androgens, and progestin have 

all been used for this purpose. Androgens may have 
a direct endometrial effect which would account for 
the subjective palliation obtained at times even in 
the presence of ovulatory cycles. 
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In general, we have been somewhat disappointed 
in the over-all effectiveness of androgen therapy. 
The masculinizing effects which not infrequently 
occur are repulsive to the patient, and this therapy 
should not be instituted without first advising the 
patient of this possibility. Testosterone proprionate 
is usually preferable, in amounts of 200 to 400 mg. 
monthly in divided doses for relatively short periods 
of treatment. For prolonged therapy, in order to 
avoid multiple injections, buccal tablets (Oreton), 5 
mg. daily, are used. We no longer use methyltes- 
tosterone because of the possibility of hepatic tox- 
icity. 

For estrogenic suppression of the menses, we pre- 
fer micronized stilbestrol, better known as “des.” 
following the general method of Karnaky.* It is 
necessary to employ large doses of vitamin B com- 
plex with vitamin C in order to control nausea. In 
moderate cases, the following dosage schedule is 
continued for 3 to 6 months: 1.0 mg., increasing 
nightly by one tablet until a total dose of 6.0 mg. 
is reached. In severe cases, the dosage is 25 mg., 
increasing nightly until a total dose of 100 mg. is 
reached; this is continued for 6 to 9 months. For 
dysmenorrhea with associated menorrhagia, 100 mg. 
are given every 15 minutes until bleeding and pain 
are controlled; then the patient resumes a regular 
schedule of 25 mg. nightly, increasing to a dosage of 
100 mg. Nausea may be a considerable problem, 
but adjustment will usually occur within a week. 

More recently, progestin combined with estrogens 
has been successfully employed—the so-called pseu- 
dopregnancy routine referred to by Kistner. The 
objective of this treatment is to produce and main- 
tain a decidual reaction in the endometrial implants. 
In view of what is known about the effect of preg- 
nancy on endometriosis, this would seem to be a 
logical form of treatment. Kistner has demonstrated 
histologically the sequence of changes occurring in 
endometrial implants and the intrauterine endome- 
trium. A well-developed decidual reaction is pro- 
duced within a few weeks. After 3 to 6 months of 
therapy, absorption of the decidua occurs with some 
edema and round cell infiltration, but without in- 
creased vascularity or hemorrhage. After 9 months 
of therapy, the endometrium may show a degree 
of atrophy and fibrosis, again without hemorrhage. 
These late changes in the endometrium preclude un- 
due bleeding upon withdrawal of the medication, a 
situation that obtains following a short course of 
treatment. Of course, this typical reaction is not al- 
ways attainable and the therapy is not always suc- 
cessful. Our own experience with this routine is as 
yet rather limited, but we are favorably impressed 
thus far. 

The best known commercial product is Enovid, 
given as follows: 10 mg. each evening for 2 weeks; 
20 mg. each evening for the next 2 weeks; 30 mg. 
each evening for the next 2 weeks; and 40 mg. each 
evening for 6 to 9 months. If breakthrough bleeding 
occurs, dosage is increased until bleeding is con- 
trolled. The only undesirable side effects are nausea, 
breast tenderness, and weight gain which generally 
can be controlled or sufficiently palliated. 
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Surgical management 


The general principles already enumerated apply 
of course, in the selection of cases for operation, 
presuming that a preoperative diagnosis has been 
made. As is well known, however, the surgeon fre- 
quently encounters endometriosis unexpectedly. The 
frequency of occurrence of this disease demands that 
the pelvic surgeon routinely conduct a thorough 
exploration under conditions of adequate exposure, 
searching for the tiny implants that may escape the 
less careful eye. Once found, the general and 
surgical principles are the same as for any other 
case, although the surgeon must assume more re- 
sponsibility in the decision in the absence of the 
usual preoperative consultations with patient and 
husband. 

In those patients who are preoperatively consid- 
ered to have endometriosis, surgical consideration 
should be given to those in whom: 

1. Disease process is quite advanced when first 
seen 

2. Disease process progresses in spite of hormonal 
palliation 

3. Infertility state persists in spite of all efforts. 

In young women, conservative procedures are al- 
ways used, with the possible exception of the young 
patient who is having a second operation for the 
condition. All areas of endometriosis are resected as 
completely as possible. Resection is preferable to 
fulguration in most instances, to minimize postopera- 
tive adhesions. Ovarian implants and endometrial 
cysts are excised and all other ovarian tissue con- 
served, no matter how small. Hysteropexy is per- 
formed, if indicated, to prevent subsequent fixation 
of the uterus to the cul-de-sac. Cervical stenosis is 
corrected whenever present, and uterine curettage 
performed in cases in which hypermenorrhea has 
been a predominant complaint. Concomitant uterine 
denervation has been utilized at time of reoperation 
in a few cases in which the radical procedure was 
being avoided. 

Following these principles, we have obtained pro- 
longed good results in two thirds of all cases, and, 
as previously indicated, in 23 per cent of the infertile 
patients subsequent conception has occurred. 

In the older woman, or in the woman who has 
completed desired childbearing, a more radical sur- 
gical approach is permissible and usually preferable. 
The results of radical procedures are excellent and 
all possible necessity for reoperation is eliminated. 
Two different radical procedures have been prac- 
ticed by various gynecologists and surgeons. The 
one most widely utilized is hysterectomy with cas- 
tration. Use of castration is based on the premise 
that all ovarian tissue must be eradicated so that 
cyclic stimulation of the implants will not occur. 
The uterus is removed simply because of its sub- 
sequent uselessness. Postoperative control of meno- 
pausal syndrome is accomplished with small dosages 
of estrogen. This has been the procedure most 
widely practiced in our service. However, in the 
past 2 years, some cases have been managed with 
total hysterectomy and conservation of some ovarian 
tissue, following the technic of Meigs. Thus far the 
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results have been equally satisfactory. The need 
for postoperative estrogenic control of menopausal 
symptoms is obviously avoided. 

‘ Radiation therapy has very little place in the man- 
agement of endometriosis. Attempts to temporarily 
suspend ovulation with subcastration doses have 
been generally unsatisfactory. Radiation castration 
is indicated only if there is a strong contraindication 
to any surgical procedure. 


Summary 


Endometriosis is probably the most frequent or- 
.ganic cause of pelvic pain in the female and is 
second only to cancer in its ravage of the reproduc- 
tive organs. Extent of pathologic change is extreme- 
ly variable and subjective symptoms are not always 
proportional. “Frozen pelvis” and simulated malig- 
nancy represent the most severe forms. 
A high index of suspicion, coupled with a meticu- 


JOSEPH R. WALCZAK, B.S., D.O.,+ Garden City, 
Michigan 


There are many aspects of the phenomenon of cervi- 
cal dilation which still await clarification by further 
research. Among these is the behavior of the cervix 
during labor in the presence of relaxin. This re- 
sponse has been little explored, and not nearly 
enough clinical data has been educed since the drug 
was described by Hisaw,'? for the first time in 1926. 

The natural phenomenon of cervical dilation has 
been well described in obstetric texts.** However, 
it is apparent that unless this vitally significant func- 
tion is observed by other than routine methods, and 
over longer periods than are usual, professionally 
useful comprehension of the subject may escape 
many. 


*Submitted to the faculty of the Philadelphia College of Osteopathy in 
partial fulfillment of the requirements for the degree of Master of Sci- 
ence, May, 1959 

+Resident, Department of Obstetrics and Gynecology, Hospitals of the 
Philadelphia College of Osteopathy. 
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Behavior of the cervix during 


obstetric labor under the 


lous pelvirectal examination, are often required for 
diagnosis of early disease. There seems to be a 
definite relationship between endometriosis and in- 
fertility, and fertility status may be greatly improved 
by adequate treatment. A conservative approach is 
fundamental to the management of the disease, es- 
pecially in young or infertile patients. Combined 
progestin-estrogen therapy appears to offer a more 
logical and successful conservative medical regimen. 
A plea is made for conservative, organ-preserving 


surgical treatment in the young patient. 
12561 Third Ave. 
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influence of relaxin* 


Possible action of relaxin 


Relaxin is the third ovarian hormone to be made 
individually available. It was first isolated by 
Hisaw,'? as noted above. It was further described 
by Graham and Dracy*® in 1953, and Crelin and 
Levin‘ in 1955, who reported on animal experimen- 
tation. It has also been found that relatively high 
blood concentrations of relaxin are normally present 
before onset of labor, a state which does not persist 
after delivery.*-? 

Early studies,* oddly enough, demonstrated some 
capacity of the drug to forestall premature labor, but 
subsequent experiments gave a clear indication that 
it might likewise facilitate softening of the cervix 
before the onset of labor. 


Cervical anatomy ¢ A brief review of the anatomy 
of the area is in order here.**° The cervix is fusiform 
in shape and is divided into supravaginal and infra- 
vaginal segments, which I shall refer to as the upper 
and lower segments respectively. The cervix con- 
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tains an opening above and below the internal and 
external ora. The lower segment projects into the 
vaginal vault. The external os is found at the bot- 
tom of the lower portion, while the internal os is 
contained within the upper segment. 

The cervix is made up primarily of connective 
tissue which contains considerable numbers of non- 
striated muscle fibers. The upper segment contains 
more such fibers than the lower. This transition of 
muscle layer is gradual from above downward. Dan- 
forth"! estimates that the lower segment contains no 
more than 10 or 15 per cent muscular tissue. 


Cervical activity * While there is some opinion to 
the contrary, Nixon,’* following his experiments with 
intracervical balloons, has expressed a firm belief 
in the contractibility of the cervix. There is, of 
course, no comparable question concerning its ca- 
pacity for dilation; this dilation and its attendant 
effacement occur during labor, as a result of uterine 
contractions and the consequent hydrostatic pressure 
exerted by the amniotic fluid. 

The principal action of relaxin may be on con- 
nective tissue. Its possible use in scleroderma and 
the collagen diseases is presently under investiga- 
13 

It appears noteworthy that the effect of relaxin 
begins and makes its greatest headway in the lower 
segment, composed of 90 per cént connective tissue. 
This may likewise indicate the extent to which 
relaxin can produce an effect. 


Research data 


Case material * The research was carried out with 
the cooperation of 375 patients, both private and 
clinic cases, and extended over a period of nearly 
3 years, from 1956 to 1959. The observations and 
conclusions here presented were developed in col- 
laboration with Drs. Lester Eisenberg, Richard 
Hartz, and Stephen Kovacs. The work was done at 
the Philadelphia Osteopathic Hospital, and was 
based to a considerable extent on earlier experi- 
ments in the field by Dr. Eisenberg.’** 

The cases studied included both primigravidas 


It is apparent that unless the 
vitally significant function of 
cervical dilation is observed by other 
than routine methods, and over 


longer periods than are usual, 


professionally useful comprehension of 


the subject may escape many 
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and multigravidas in various phases of the first stage 
of labor. Selection of cases on this basis was deemed 
adequate to provide a sufficient number of patients 
to reflect a good cross section of obstetric practice 

They were classified as follows: 

1. At term, but not in labor 

2. In the prodromal stages of labor, in which there 
was very little effacement and dilation and the con- 
tractions were irregular and moderate 

3. Active labor, in which all phases of dilation and 
effacement were present, and the contractions were 
regular and hard 

4, Uterine dysfunction, in which cervical dilation 
was delayed because of various obstetric difficulties, 


Definitions * Effacement is here defined as com- 
plete obliteration of the cervical canal. It occurs 
when the canal, usually about 1 or 2 cm. in length, 
approximates the diameter of the cervix. This oblit- 
eration progresses from above downward, appar- 
ently caused by a retraction of muscle fiber into the 
lower segment. Dilation is defined as the enlarge- 
ment of the external os, and is usually preceded by 
effacement. 


Medications * The relaxin used in the present study 
was Cervilaxin.t For administration, 40 mg., or 
4,000 guinea pig units, were diluted in 250 ml. of 
isotonic saline. When inducement of labor was nec- 
essary, the oxytocin used was a standard prepara- 
tion, Pitocin, similarly administered in quantities of 
1 minim diluted in 250 cc. of isotonic saline. Rupture 
of membranes was also performed when necessary. 

As a standard procedure, the drugs were admin- 
istered intravenously through a Y-tube, providing 
positive control of the amounts of each drug admin- 
istered. 

In each instance, infusion was begun with a 10- 
minute period during which only relaxin was sup- 
plied. Thereafter, oxytocin was started through the 
other arm of the tube as required. The initial relaxin 
infusion was permitted to proceed at a standard 
rate of 120 drops per minute. At the end of the 
initial 10-minute period, this rate was reduced to 
60 drops per minute. Where used, oxytocin was 
supplied at a fixed maximum rate of 60 drops per 
minute, and was reduced as required. 


Method of evaluation 


In routine cases, the customary rectal examination 
is often performed by the obstetric nurse rather than 
the attending physician, and this procedure consti- 
tutes the sole basis for determining progress. For 
the present study, vaginal examinations were substi- 
tuted for rectal examinations. 


Procedure * More than 5,525 vaginal examinations 
were made, averaging 15 per patient, all of which 
were performed by the participating physicians. In 
some instances, as many as 30 examinations were 


tCervilaxin used in this study was supplied by the Research Division, 
National Drug Company, Philadelphia. 


made of a single patient. For comparison of findings, 
a procedure requiring examination by two or more 
physicians was established and continued through- 
out the research. Examinations were made on a 
regular schedule to provide three checks of condi- 
tions: prior to administration of relaxin, during the 
initial infusion, and at repeated intervals thereafter 
to completion of the first stage of labor. 

Throughout the initial 10 minutes of relaxin in- 
fusion, vaginal examination by palpation was vir- 
tually constant, with both physicians making inde- 
pendent observations and subsequently comparing 
findings. 

After the 10-minute initial period, vaginal exami- 
nations were continued with less frequency, but at 
relatively short intervals and in sufficient number 
to adequately follow the progress of the dilatation 
induced. 


Reasons for choice * The major problem confronted 
in this investigation was lack of a more objective 
means for evaluating cervical softening. The technic 
of almost continuous vaginal examination was adopt- 
ed after much deliberation, as a simple means of 
evaluation, in full awareness of the possibility of 
human error. However, adoption of a two-man 
technic of examination and discussion of findings 
proved to be a reasonably acceptable method for 
establishing the conditions encountered. 

Other methods of evaluating cervical softening 
were contemplated; these included biopsy of the 
cervix before and during infusion of relaxin for mi- 
croscopic and biochemical studies to determine its 
effect on the cervix. However, all were rejected in 
favor of the method employed. 

In the earlier work carried out by Eichner and 
associates,'® Birnberg and Abitbol,'’ and Dill and 
Chanatry,"* response to relaxin infusions was based 
chiefly on rectal examinations or single vaginal ex- 
aminations, rather than on the exclusive vaginal 
examination technic employed here. 

Dill and Chanatry,"* in their series of 47 patients, 
determined the consistency of the cervix by a single 
vaginal examination at the outset of the experiment 
and prior to infusion of relaxin. Other investigators 
based their findings on rectal examinations and the 
time required for the completion of the first stage of 
labor. 

It should be noted that the frequency of vaginal 
examinations performed did not unduly distress the 
patients in our series, nor was there any incidence of 
puerperal sepsis. 


Evaluation of results 


Evaluation of results is necessarily confined to 
consideration of major groupings enumerated earlier, 
namely primigravidas and multigravidas in the pro- 
dromal stages of labor or those in whom labor was 
induced. There were also some random cases of 
both types, where dilation and effacement had al- 
ready been sufficiently developed; in these instances, 
relaxin was used to facilitate the labor already in 
progress. 
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General response * Regardless of classification, 
type, stage, or phase of labor, the initial response 
observed in all cases was remarkably uniform. Defi- 
nite softening occurred within 3 to 5 minutes after 
infusion of relaxin as previously described. Continu- 


ous vaginal examination clearly established the de- © 


gree of softening, as well as its rate of progress. 
The reaction in each instance began at the external 
os and traveled upward. ; 

As the infusion progressed, softening became more 
pronounced, approaching an apparent loss of elas- 
ticity and leading to a state in which the cervix 
became readily dilatable. 

However, experimentation clearly established the. 
need for continuous infusion of relaxin in order to 
maintain the softening developed initially. When- 
ever the flow of relaxin was stopped, a certain 
amount of firmness returned. It was also determined 
that when previous intramuscular injections of re- 
laxin were employed any resultant softening was 
merely transient, although exactly the same amount 
of the drug, 50 mg., was supplied. 

With initial softening and dilation of the cervix 
established, palpation disclosed that the surface of 
the cervix had assumed a granular texture, apparent- 
ly involving the whole cervix and extending over its 
entire inner surface. This may be related to the 
effect of relaxin on connective tissue. 

Simultaneously, palpation indicated the area of 
the internal os to have developed a firm, rigid, 
acute-edged aspect, seemingly more pronounced 
during contraction phases. No dilation occurred in 
any instance before disappearance of the granular 
tissue manifestation and softening of the sharp ridge 
in the area of the internal os. (The phrase “acute- 
edged character of the internal os” is used for want 
of a better explanation as to its location. We were 
unable to conclude whether this consistent finding in 
our series of patients was actually manifested in the 
internal os or in the vicinity of transition from 
squamous to columnar epithelium. ) 

In addition, all observations noted a simultaneous 
retractionlike reaction which was thought to be a 
concomitant of effacement. The speed of effacement 
was directly related to the type and frequency of 
these retractions. 


Regardless of classification, type, stage, 
or phase of labor, the initial response 
observed in all cases was remarkably 
uniform. Definite softening occurred 


within 3 to 5 minutes after infusion 
of relaxin . . . leading to a state 


in which the cervix became readily dilatable 
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With the disappearance of the granular develop- 
ment and subsequent full effacement, dilation oc- 
curred quite rapidly. Likewise, in the absence of 
any obstetric difficulty, the first stage of labor was 
also rapidly completed. 


Response in special groups * Some specific vari- 
ations from the general responses were observed in 
multigravidas. The granular condition appearing 
upon infusion was clearly more pronounced in them, 
being especially evident in cervixes showing signs of 
previous laceration. Also, retraction or effacement 
was not as rapid, but usually occurred in direct con- 
junction with dilation. Finally, softening was much 
more pronounced and dilation much more rapid 
after initial response. 

Some special observations were also made in con- 
nection with those patients in whom effacement was 
complete and the dilation was 5 cm. or more. The 
effect of relaxin infusion here was much more diffi- 
cult to ascertain. The granular texture and acute- 
edged status of the internal os palpated in other 
patients was not noted. However, the softening 
effect which appeared in all other patients was like- 
wise plainly apparent in these patients, taking 
place within approximately the same time interval. 
The cervix became much more yielding and dilata- 
ble than in untreated cases. 

Tachyphylaxis'’® was not noted. Not all patients 
utilized the entire amount of relaxin, and others 
required additional amounts. The latter group in- 
cluded those in whom contractions were difficult to 
start or in whom contractions were never initiated. 

The chief effects of relaxin as determined by con- 
tinous vaginal examinations were: 

1. Softening of the cervix after a 3- to 5-minute 
period 

2. Temporary appearance of a granular texture 
over the entire circumference of the lower segment 

3. An acute edge palpable on the internal os. 


Summary 


A series of 375 patients in various phases of labor 
who received infusions of relaxin has been reported. 
A total of 5,525 vaginal examinations, almost con- 
tinuous at times, was used to evaluate cervical 
softening. Uniform cervical softening was noted in 


every case. In addition, the appearance of granulay 
tissue and an acute-edged internal os were also 
found. 

A discussion of the possible effect of relaxin jn 
cervical softening has been included. 

It is hoped that this presentation will stimulate 
new interest in the changes occurring during cervical 
dilation and possibly cause others to explore a new 
avenue of study of these cervical phenomena. 

7342 Middlebelt Rd. 
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Philosophic significance 


Readers interested in medical history will want to 
read the four papers published in this issue of THE 
Journa under the heading, “The Historical Evolu- 
tion of Osteopathic Medicine.” They merit study 
and they should encourage younger physicians espe- 
cially to make forays into one of the most interesting 
of historical fields—that of the history of medicine. 
The four papers that were read at the 1959 A.O.A. 
Convention betray no narrow approach and serve 
well to establish standards for future articles and 
programs of the American Osteopathic Historical 
Society under whose auspices they were presented. 

Medical history is not a sectarian field of study. 
Ur fortunately, too often medical history has been 
slanted to the prejudices of its writers. Broadly 
conceived, however, the study of medical history 
is neither concerned with the organizational aspects 
of medicine nor does it place emphasis upon any one 
“system” or “school” of medical thought, except as 
historical phenomena within the evolving body of 
medicine. The history of medicine is but a sector of 
one of the great disciplines of man’s knowledge, 
history. Medical history in the broad sense is not 
that of “A.M.A. medicine,” nor of osteopathic medi- 
cine. If the D.O. confines his interest in medical 
history to its osteopathic phase, he repeats the pat- 
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tern of many M.D.’s who see medicine only as a 
reflection of A.M.A. professionalism. 

The American Osteopathic Historical Society is 
an outgrowth of an idea first proposed editorially 
in THE Forum in November 1956. The original sug- 
gestion was to form a small informal club of doctors, 
osteopathically connected scientists, and others, who 
as students and lovers of books would be especially 
interested in medical history. It was presumed that 
they would have in common a first interest in a field 
of knowledge and activity older than any of the 
civilizations that have come and gone—that of 
medicine. 

Tue Forum suggestion for a history study club 
caught on. But it came to life as a formal body. A 
society was organized carrying a definite statement 
of purpose and committing its members to explicit 
areas of study. At first glance so formal an organiza- 
tion would seem to be already far afield from the 
original suggestion, that of “a group seeking no or- 
ganizational status, asking no obligations, but with 
members committed to the pursuit of medical his- 
torical truth for the love of it and with an open mind 
tireless in search for it.” Perhaps in our closely 
scheduled, agenda-filled time, so amorphous an idea 
had to take on form and in the typically American 
way become “organized”! 

The presently stated objects of the AOHS are to 
encourage the collection, evaluation, and preserva- 
tion of records that pertain to the history of osteop- 
athy. Already, however, for a considerable period, 
collection and preservation of osteopathic source 
material has been an activity of the American Osteo- 
pathic Association, functioning through its Depart- 
ment of Information and Statistics. This gathering 
of source material about osteopathy was begun by 
the late Dr. Ray Hulburt, long A.O.A. Editor, and 
has been continued year in and out by the supervisor 
of the Department, Josephine Seyl. Full credit should 
be given Miss Seyl for her meticulous effort. to 
let not one shred of osteopathic historical material 
be lost. The files cf the A.O.A. become more and 
more complete as this effort continues. The collec- 
tion and preservat'on of osteopathic sources are now 
guaranteed. 

The study club idea originally conceived its ex- 
ploration of medical history to be done full dimen- 
sion. It was granted that such study could result 
in sharp probing questions about the osteopathic 
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movement and about osteopathic philosophy, educa- 
tion, and practice. Among such possible questions, 
Tue Forum asked if the old struggle between the 
bone-setters and physicians was in any way analo- 
gous to struggles over manipulative therapy. Is 
there a historical connection between the concepts 
of the alchemists and the metaphysicians and pres- 
ent-day medical thought? Put in a historical light, 
is manipulative therapy as practiced by Still a de 
novo thing? Was Dr. Still’s conception of the body 
as a machine an intuitional leap related to the ana- 
tomical conception of disease as first conceived, let 
us say, by Leonardo da Vinci? 

A recently published monograph, presented in a 
historical framework of various notions about dis- 
ease, names some thirteen conceptions that have 
evolved over the centuries. Can the “osteopathic 
concept” of disease sustain a place of its own among 
these various concepts? Can it be traced back to 
older concepts? Is it anticipatory of a concept yet 
to assume full form? Is it a mutation of the common 
medical practices of the mid-nineteenth century? 
These are but a few of the specific questions that 
might engage a medical history club, osteopathically 
oriented. Such questions, however, can prove cre- 
ative only if their answers are attempted from a full 
background of historical study. 

In the first formal program of the Osteopathic 
Historial Society, members presented papers that 
reflected the broad knowledge of their authors. Sur- 
prisingly, readers will find that these articles con- 
form to the original Forum idea of the purpose of 
a medical history study group rather than following 
the purposes of the Society as presently stated. This 
is, indeed, encouraging for the future of the group 
if it is not to hold itself to a rigid and limited 
purpose. 

THE JouRNAL is advised that the AOHS will hold 
a luncheon meeting in Kansas City during the 1960 
A.O.A. Annual Convention. No program will be 
planned except for a well-qualified person to speak 
on the technics of medical history study. And this 
is good. Perhaps the occasion will afford time and 
opportunity for members to examine together just 
what is the organization’s “purpose.” Must it have 
a purpose greater than the search for medical his- 
torical knowledge for its own sake? Perhaps after 
all, Morris Cohen was right when he wrote, “The 
study of medicine is not peripheral but rather cen- 
tral in the history of ideas.” Could its explorations 
(the philosophic significance and background of 
medical doctrine ) be quite purpose enough? 


Communication in medicine 


“There is probably no other profession in which 
communication is as important as in medicine. Con- 
tinual postgraduate education is essential for every 
physician if he is to fulfill his diagnostic and thera- 
peutic responsibilities.” With this comment, Howard 
A. Rusk, M.D., medical editor of The New York 
Times, distinguished physician, and authority in the 
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field of rehabilitation, recently opened a discussion 
of a new way of cutting the time lag between deyel- 
opments in the scientist’s laboratory and their use 
at the patient’s bedside. 

Within the last decade doctors have become jn- 
creasingly aware that one of their major problems js 
how to give the publications that come to their desk 
the careful reading that many of them deserve. 

An American physician receives at least one medi- 
cal publication daily. Some are journals of profes- 
sional organizations of which he is a member. Others 
are published commercially; still others are dis- 
tributed by drug manufacturers. Almost all are well 
edited and are welcomed by the physician, but it is 
estimated that physicians have no more than 75 
minutes daily for professional reading. Members of 
the A.O.A. who read Tue Journat report that they 
are always from one to two months behind. 

The method discussed by Dr. Rusk for getting 
medical news rapidly to the doctor could revolution- 
ize the distribution of medical news. It is a project 
of the Radio Corporation of America. Known as the 
Medical Radio System, it will provide special medi- 
cal programs for physicians 13 hours daily for 6 days 
each week. Concise reports on the latest research in 
many fields of medicine can be heard at regular in- 
tervals and will be repeated three or more times 
daily. When professional programs are not being 
aired, the system will provide selected music for the 
physician’s waiting room. When medical news and 
information are being transmitted, the waiting room 
speaker is automatically disconnected and a signal 
light on the physician’s office speaker signifies that 
a medical program is beginning. 

Transmission of the programs will be made over 
an FM channel to specially built receivers in the 
physician’s office. The broadcasts will not interfere 
with regular local FM service. Total yearly cost will 
be $120.00, including the cost, installation, and main- 
tenance of the special receiver and speakers. 

The system will have additional possibilities for 
use, such as public service in time of emergencies at 
no extra cost. It is possible that later these programs 
may be received in the physician’s car. All progranis 
will be prepared by recognized medical authorities. 
An editorial board of distinguished physicians has 
been named which will control both the program 
content and all advertising. 

In the meantime, medical publications of all types 
are multiplying and the physician’s daily 75-minute 
period for professional reading has more demands 
upon it. Almost simultaneously with the announce- 
ment of the Medical Radio System, a news item car- 
ried an account of plans for a daily medical news- 
paper called The Medical Tribune. It will be 
distributed free to 150,000 American physicians. 

Could it be that the new Medical Radio System 
will prove a significant factor in helping the physi- 
cian with postgraduate medical training? Even if it 
does prove to be so, there will always be a place 
for high quality medical magazines, and no system 
of broadcasting medical developments will replace 
them. However, this new modern professional com- 
munication project deserves consideration. 
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Background data 


“Plan tomorrow’s hospital as the focal point for com- 
munity health services in a coordinated system de- 
veloped by an area planning group.” This principle 
evolved from the four regional meetings of hospital 
representatives that were held at strategic points in 
the United States during April and May of 1959. 
The conferences, co-sponsored by the Public Health 
Service and the American Hospital Association, dealt 
with hospital planning in the light of mounting prob- 
lems facing hospitals from year to year. The purpose 
of the meetings was largely fulfilled, in that out of 
them came guidelines for use in planning the future 
hospital system. 

A report on the proceedings of the four regional 
conferences has been made available through the 
Division of Hospital and Medical Facilities, Public 
Health Service, U.S. Department of Health, Educa- 
tion, and Welfare, Public Health Service Publication 
No. 721. The report is for sale by the Superintendent 
of Documents, U.S. Government Printing Office, 
Washington 25, D.C. The price is $1.25. 

The conferences were supplied with background 
reference data prepared by the Division of Hos- 
pitals and Medical Facilities. Study of this data, 
which was put into the report as an appendix, 
proved it to be of such value that permission was 
requested from thé Public Health Service to reprint 
it as a special article in the April Forum. It appears 
on pages 59 to 66. The data is in summary form and 
consists of fact sheets and tables under six headings. 
It will be of value to all osteopathic hospitals. They 
above all can ill afford duplication of their services. 

The initiation of new osteopathic hospitals or the 
expansion of older institutions should be undertaken 
only after determination has been made of the place 
of these institutions in the total picture of commu- 
nity health services. The data reprinted in THE 
Forum will be of great value in any such determi- 
nation. The day is past when a hospital can be a 
solo project. It is part of total community needs and 
must be so planned. 


In briefer 


Live polio virus was given in February, 1960, to 400 
newborn infants at Bellevue Hospital, New York 
City, to see if they can be immunized for life. Simi- 
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lar tests are reported under way at Western Reserve 
University, Cleveland. Due to the fact that the new- 
born infant is protected from poliomyelitis by the 
mother’s antibodies, there is no risk in giving the 
vaccine. Bellevue researchers wish to see if the nat- 
ural resistance of the infant will also render the 
vaccine ineffective. Results should be known within 
three months. If successful, this form of immunizing 
would be a most effective way of reaching many 
people. {The 1959 Nobel Prize in Medicine and 
Physiology has been awarded to Dr. Severo Ochon 
of New York University and Dr. Arthur Kornberg of 
Stanford ‘University in recognition of their funda- 
mental research on the basic chemistry of life. Each 
discovered bacterial enzymes capable of synthesizing 
nuclear acids long known as the key factors in the 
transmission of heredity and in the perpetuation of 
all things living, from viruses and bacteria to animals 
and man. {The Ann Arbor Virus Laboratory of 
the University of Michigan has recently announced 
its development of a 6-strain influenza vaccine which 
was said to be capable of producing immunity for 
three years. The Michigan vaccine is a killed virus 
produced by methods roughly comparable to those 
used in the production of Salk vaccine for polio. Its 
developers believe the vaccine will readily adapt to 
commercial production. In commenting on this de- 
velopment, Dr. Jonas E. Salk expressed his concern 
that the United States was not generally mass pro- 
ducing and using an effective influenza vaccine. 
{Soviet scientists who have been concentrating on 
live virus vaccines are experimenting with a live in- 
fluenza vaccine applied through the intranasal route. 
During the 1957 influenza epidemic in the Soviet 
Union, 20,000,000 live virus doses were given. It is 
not yet fully satisfactory in that it causes a mild 
fever in children under 10 years of age. Scientists 
in the United States and the Soviet Union are coop- 
erating on studies of live virus polio vaccine given 
by mouth. Fundamental biologic researches are 
being carried on a more world-wide scale than ever 
before. Successful discoveries have given scientists 
like Dr. Philip Siekevitz of the Rockefeller Institute 
ground for stating that “we are now approaching 
the greatest event in human history, even in the 
history of life on earth, the deliberate changing by 
man of many of his biological processes.” These 
changes, he believes, will make it possible “to plan 
ahead so that our children will be what we would 
like them to be—physically and even mentally.” In 
an editorial comment on Dr. Siekevitz’s statement, 
the New York Times suggests that we may be ap- 
proaching the point when man will be remodeling 
his own being. 
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A Message from the President 
of the American Osteopathic Association 


> As I travel about this great country of ours, 
meeting many of the fine people of our profes- 
sion, I am reminded of the line from Tennyson, 
“I am a part of all that I have met.” To me, it is 
a signal privilege to have the opportunity to be- 
come even a small part of their problems and 
achievements. I am indeed grateful for the con- 
fidence this profession has placed in me as its 
chief officer, in giving me the opportunity to ob- 
serve its members on various professional fronts. 

There is one facet of our professional develop- 
ment that is of vital concern to me. This is the 
development of the qualities of originality and 
ingenuity. I hope to see in each physician I 
meet the ability to bring a fresh view to his de- 
ductions, and ingenuity to the use of what has 
been taught him. I hope to meet physicians who 
are able to think through to the solution of prob- 
lems. This power is vital to the continued de- 
velopment of our members, and to the profes- 
sion of which they are a part. 

In today’s world we have developed a way of 
life which requires—even appears to demand— 


A.O.A. and public health 
1960 Conference on Research 

meets in Central Office 660 

A.O.A. to conduct income-fee study 662 
Council on Federal Health Programs 663 
Department of Public Affairs 664 
Headquarters Activities 


constant rushing about. We have left ourselves 
too little time for meditation, and for thinking 
things through. 

Also—and this disturbs me more than I can 
say—we leave too little time to counsel our 
young people. We have less and less time for 
their problems. We fail to see that although we 
may consider their difficulties to be of minor im- 
portance, to the young themselves they may 
seem to be leading to catastrophe. By allowing 
ourselves as elders to be pressed for time we 
may be thwarting in the young the development 
of the powers of originality and ingenuity. Our 
doctors of tomorrow must be able to bring to 
their professional life alert and inquiring minds, 
and the know-how to channel their knowledge 
and technics. In this our agencies of education 
must assist and direct. 

Today’s “standardization codes” tend to create 
herds of stereotyped professionals who have 
neither initiative nor powers of deduction. Rath- 
er than spend time in weighing consequences, 
some of our educational products regretfully ob- 
serve results. Unless our coming generations 
learn to exercise their own powers, they will 
confront insurmountable difficulties. 
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My growing acquaintance with the profession 
assures me that we are striving to correct and 
avoid these dangers. We continue to excel in 
our contribution to the healing arts. We have 
gained the right to unlimited practice. Through 
research we are working to provide scientific 
proof for our clinical achievements. We are 
striving to reflect the accomplishments of our 
pioneers, and to continue toward their clearly 
defined goals. 

We are meeting today’s economic exigencies 
in education by making available to our students 
government and private grants in research, schol- 
arships, grants-in-aid, and student loans. We 
have tailored our national organizational struc- 
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ture to fit our educational needs. As we attract 
and train more researchers, our contributions to 
science will increase. 

I see before us, as I meet our people through- 
out the country, scientific attainment, mental and 
spiritual development. This, to me, denotes 
progress. For all these attainments we have the 
potential. Together, let us develop it! 


S. 0. 


2300 Providence Ave., Chester, Pennsylvania 


The President’s Schedule 


As President of the American Osteopathic Association Dr. Galen S. Young is scheduled in the 
coming months to attend these conventions and meetings: 


Texas Association of Osteopathic Physicians and Surgeons, Dallas, April 27-30 
Arkansas Osteopathic Association of Physicians and Surgeons, Little Rock, May 1-2 
Ohio Osteopathic Association of Physicians and Surgeons, Columbus, May 1-4 
Minnesota State Osteopathic Association, Minneapolis, May 5-7 

Wisconsin Association of Osteopathic Physicians and Surgeons, Delavan, May 11-12 
Indiana Association of Osteopathic Physicians and Surgeons, Indianapolis, May 15-17 
Virginia Society of Osteopathic Physicians and Surgeons, Williamsburg, May 27-28 
Maine Osteopathic Association, Rockland, June 24 


The A.O.A. and public health 


> In the streamlining of the or- 
ganizational structure of the Amer- 
ican Osteopathic Association, be- 
gun 2 years ago, two bureaus 
having to do with public health 
were combined. The Bureaus of 
Public Health and Safety and of 
Industrial and Institutional Service 
were merged into one Bureau of 
Public and Industrial Health. 

Dr. Robert D. Anderson, Phila- 
delphia, who had served since 1956 
on Public Health and Safety as 
member and chairman, was made 
head of the new bureau, and Dr. 
Theodore F. Classen, Warrensville 
Heights, Ohio, who had _ been 
chairman of Industrial and Institu- 
tional Service, was made vice 
chairman. Named as members were 
Drs. John M. Andrews, Los An- 
geles, Joseph H. Huff, Burlington, 
North Carolina, and Earl K. Lyons, 
Elkins, West Virginia. 

Dr. Classen was also made chair- 
man of the Bureau’s one commit- 
tee, that on Medical Care Plans. 


Pattern for participation * To 
these men now falls the responsi- 
bility of showing all members of 
the profession how to serve in the 
broad field of public health and 
welfare. It is for them to formu- 
late a pattern for participation in 
health programs at national, state, 
and local levels. 

Back of the new-aligned bureau 
are more than 30 years of organi- 
zational concern for public health. 
Through varying committees and 
bureaus, during the years members 
of the profession have been made 
aware of their social responsibili- 
ties. In the 1920's the Bureau of 
Industrial and Institutional Service 
was formed, to deal with oppor- 
tunities and problems of the pro- 
fession in industry. A few years 
later the Bureau of Public Health 
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and Safety was set up to chart ac- 


tivity in the areas of general public 
health. 


Background of knowledge °* 
Members of the new bureau bring 
to their task an imposing back- 
ground of knowledge and experi- 
ence. Chairman Anderson, a mem- 
ber of the A.O.A. Board of Trustees 
since 1955, and a former president 
of the Pennsylvania Osteopathic 
Association, has been a student of 
public health for more than 15 
years. For 10 years he has served 
on the Health Arts Advisory Com- 
mittee of the Pennsylvania Depart- 
ment of Assistance, is active in the 
Medical Care section of the Ameri- 
can Public Health Association, in 
the Pennsylvania Citizens Associa- 
tion, and in its Public Assistance 
Commitee. He recently was award- 
ed charter membership certificates 
in the American National and In- 
ternational Councils for Health 
Education of the Public. 

Dr. Classen, vice chairman, a 
student of medicine in industry, is 
author of the A.O.A. pamphlet, 
“Industrial Health Program—Plan- 
ning and Organization.” His ex- 
haustive study of third party medi- 
cine was published in THE JouRNAL 
for October 1959. Dr. Huff, for a 
number of years prominent in pro- 
fessional and general public health 
activities, was recently elected 
president of the Alamance County 
Mental Health Association. He also 
holds a master’s degree in public 
health education, and has served as 
field consultant for the American 
Heart Association and the Ameri- 
can Cancer Society. 

Dr. Andrews, long an authority 
in the field of physical medicine 
and rehabilitation, is director of 
the Rehabilitation Center at the 
College of Osteopathic Medicine 


and Surgery in Los Angeles. Dr. 
Lyons has been an A.O.A. delegate 
and is immediate past president of 
the West Virginia Society of Os- 
teopathic Medicine. Both Dr. An- 
drews and Dr. Lyons were mem- 
bers of the former Bureau of Pub- 
lic Health and Safety. 


Pattern for action * The pattern 
for action emerged in the Bureau’s 
meeting in Chicago in December. 
Its minutes define Bureau purposes 
as “largely preventive or educa- 
tional in character, involving not 
only medical but also socio-eco- 
nomic affairs. [The Bureau] is not 
concerned primarily with treatment 
except insofar as it may be provid- 
ed under public health programs. 
. . . Bureau activities are ones 
which by and large must be car- 
ried out at the divisional society 
level . . . its main purpose is to 
organize, direct, and orient the pro- 
fession at the state level toward 
various areas of activity.” 

Each member will work in his 
particular field of interest and ex- 
perience. Dr. Classen will continue 
his work in industrial medicine, 
Dr. Huff in furthering participa- 
tion in such local programs as well- 
baby clinics, service in state and 
county health departments, as 
school physicians, and in inocula- 
tion programs. Dr. Lyons will 
work in the field of institutional 
service to lead osteopathic physi- 
cians to offer their services in or- 
phan homes, nursing homes, and 
other such institutions of social 
service. 

Dr. Andrews will urge osteo- 
pathic physicians to participate in 
local, state, and regional rehabilita- 
tion organizations, to become ac- 
quainted with administrators and 
members of rehabilitation organi- 
zations. 

As Bureau chairman, Dr. Ander- 
son placed emphasis upon sharing 
in the activities of other national 
associations, such as the Interna- 
tional Association of Industrial and 
Accident Boards and Commissions, 
and regional meetings of the Amer- 
ican Public Welfare Association. 
Opportunity should be sought to 
serve in state welfare departments 
and as representatives at White 
House Conferences. 
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1960 Conference on Research 


meets in Central Office 


In research, the guiding rule is to seek simplicity, then to distrust it. . . . 
Knowledge is public domain. We are free to choose our field of investi- 
gation, without obligation to past or present. .. . I believe Dr. Still made a 
valid and vital contribution to our understanding of neurological influ- 
ences in man’s adaptation to his environment. This is the field of investi- 
gation I choose to follow.—l. M. Korr, in round-table discussion. 


> The fourth Conference on Re- 
search, held in Central Office, Chi- 
cago, the week end of March 12 
and 13, once more brought togeth- 
er osteopathic college faculty mem- 
bers and students who are actively 
interested in research. Dr. Price E. 
Thomas, D.O., associate professor 
of physiology of the Kirksville Col- 
lege of Osteopathy and Surgery, 
was Conference chairman, a posi- 
tion he has held since the first 
meeting in 1957. 

The 2 days were filled with for- 
mal reports on projects carried on 
in the six colleges, and in give-and- 
take discussion. The meeting 
reached its height in the Sunday 


afternoon session on research un- 
der osteopathic auspices, conduct- 
ed by J. S. Denslow, D.O., and 
I. M. Korr, Ph.D., both of the 
Kirksville faculty, Dr. Denslow as 
director of research, and Dr. Korr 
as chairman of the Division of 
Physiological Sciences. 

The Conference is sponsored by 
the A.O.A. Bureau of Research to 
provide an opportunity for research 
investigators of osteopathic colleges 
to meet to exchange ideas and 
methods. This year’s official host 
was Dr. Leonard V. Strong, New 
York City, a senior member of the 
Bureau. Dr. True B. Eveleth, 
A.O.A. Executive Secretary, wel- 


Student fellows take part in research program—Below, Edward L. 
McGovern, Thomas G. Wygant, and M. E. Waldron in pre-confer- 
ence discussion at Chicago College. Lawrence E. Jacobson, also on 
program, is not pictured. Right—William Fein, Los Angeles, and 


A. R. Dzmura, Des Moines, during meeting. 


comed attendants at the opening 
session Saturday morning. 

Fourteen papers were presented, 
(See “Abstracts of Conference Re- 
ports,” page 671 of this issue.) Of 
them, seven were given by students 
working under research fellowships 
in three osteopathic colleges: M. 
Sydney Boaz (for Thomas Vigorito, 
who was unable to attend), Kansas 
City College of Osteopathy and 
Surgery, Kansas City, Missouri; A, 
R. Dzmura, of the College -of Os- 
teopathic Medicine and Surgery, 
Des Moines, lowa; William Fein, 
of the College of Osteopathic Phy- 
sicians and Surgeons, Los Angeles; 
and Thomas G. Wygant, M. E. 
Waldron, Lawrence E. Jacobson, 
and Edward L. McGovern, all of 
the Chicago College of Osteopathy, 

Faculty members of four of the 
colleges also were on the program: 
Albert F. Kelso, Ph.D., chairman of 
the Department of Physiology, and 
Shannon C. Allen, Ph.D., associate 
professor of physiology and phar- 
macology, both of the Chicago Col- 
lege; Dr. Thomas, John Nelson 
Eble, Ph.D., instructor in pharma- 
cology, and Robert Ho, D.O., as- 
sistant in research, all of Kirks- 
ville; J. Eugene Mielcarek, M.S., 
D.O., assistant professor of anat- 
omy, Kansas City; Philip J. Rasch, 
Ph.D., assistant professor of physi- 
cal medicine and _ rehabilitation, 
Los Angeles. 

The Sunday afternoon round- 
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table discussion was the high point 
of the Conference. Drs. Denslow 
and Korr conducted the question- 
and-answer session that inquired 
into the nature and direction of os- 
teopathic research, its place in the 
main stream of medical investiga- 
tion, and its relations to the past. 
Dr. Denslow also outlined the op- 
portunities for support of research 
projects offered by the National In- 
stitutes of Health. 

Members of the committee on 
Conference arrangements, in addi- 
tion to Dr. Thomas, are Drs. Kelso 
and Rasch; Walter M. Hamilton, 
D.O., Department of* Osteopathic 
Principles and Technics, Philadel- 
phia College of Osteopathy, Phila- 
delphia; Wilbur V. Cole, D.O., 
Chairman, Department of Osteo- 
pathic Principles, Kansas City; and 
Jen-Yah Hsie, Ph.D., Chairman, 
Department of Bacteriology, Des 
Moines. Committee members work 
closely with Miss Marie Bierbaum, 
Bureau Secretary. 

“We feel that on all counts this 
has been our most successful Con- 
ference so far,” said Dr. Thomas at 
the close of the meeting. “We feel 
that we are working toward our 
objective of giving research men of 
our colleges an occasion to meet. 

In the business meeting that 
closed the Conference, three deci- 
sions were reached in instantaneous 
unanimity: there will be a Confer- 
ence on Research in 1961; it will 
be held the second week in March 
in Central Office; and Dr. Thomas 
will be its chairman. 
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Round table discussion—|. M. Korr, Ph.D., left, and J. S. Denslow, 
D.O., both of Kirksville, conducted the Sunday afternocn question- 
and-answer session that climaxed the 2-day meeting. 


Faculty members on program—Above, left to right, Shannon C. Allen, Ph.D., Chicago; J. 
Eugene Mielcarek, M.S., D.O., Kansas City, and John Nelson Eble, Ph.D., Kirksville. Robert 
Ho., D.O., KCOS, also on the program, is not pictured. Below, Conference committee mem- 
bers—Left to right, Philip J. Rasch, Ph.D., Los Angeles, Jen-Yah Hsie, Ph.D., Des Moines, 
Albert F. Kelso, Ph.D., Chicago, Price E. Thomas, D.O., Kirksville, chairman; Walter M. Ham- 
ilton, D.O., Philadelphia; and Wilbur V. Cole, D.O., Kansas City. 
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> For the first time since 1937 an 
income and fee study is to be made 
of the osteopathic profession. It 
will be conducted by the A.O.A. 
Department of Information and 
Statistics, as one of a series of 
studies being made in various areas 
of professional service. 

The purpose of the nationwide 
survey will be to determine the 
average income and fee of full- 
time practitioners in relation to 
their particular areas. Results will 
be available to members of the 
profession and to government and 
other agencies. It will be of par- 
ticular value to those concerned 
with vocational guidance. 

In mid-May every listed osteo- 
pathic physician in full-time prac- 
tice will receive a questionnaire 
which he will be asked to answer 
but not to sign. The form’s eight 
questions will cover his years in 
practice, location, the population 
of the community he serves, type 
of practice, scale of fees, 1959 in- 
come and expenses, and average 
number of patients cared for each 
day. 

“It is extremely important that 
doctors receiving the questionnaire 
respond,” said Josephine Seyl, su- 
pervisor, Department of Informa- 
tion and Statistics. “In order to 
prepare a representative report we 
must have replies from all areas of 
the country, covering all types of 
practice.” 

As a side light, the study is ex- 
pected to produce interesting con- 
trasts to the findings of the survey 
made by the Department of Com- 
merce more than 20 years ago. It 
covered the years of the depres- 
sion. 

The average annual net income 
of D.O.’s in practice in 1929, that 
survey reveals, was $3,620; in 1933, 
$1,943; and in 1937, $2,548. In 1929, 
one doctor in ten had a net income 
of more than $7,000; in 1933, 
$4,000 and in 1937, $5,000. 

In 1937, in towns of 1,000 popu- 
lation or less, the average net in- 
come was $1,540; in cities of 25,- 
000-50,000, $2,894; and in cities of 
a half million or more, $3,125. In 
1937, one-tenth of one per cent of 
reported incomes exceeded $25,000 
and none exceeded $50,000. 
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A.O.A. to conduct income-fee 


study of practicing D.O.’s 


Another of the series of statistical studies of the osteopathic profession, being con- 
ducted by the A.O.A. Department of Information and Statistics, is to be launched 
this month. All osteopathic physicians in full-time practice will be asked to answer 
eight questions concerning their practice income and expense. Results of the survey 
will be made available to government and social agencies, and will be of particular 
value to those concerned with vocational guidance. 


INCOME AND FEES SURVEY 


AMERICAN OSTEOPATHIC ASSOCIATION 


DEPARTMENT OF INFORMATION AND STATISTICS 


DO NOT SIGN YOUR NAME 


If you are in FULL-TIME PRIVATE PRACTICE, 
pl complete and return this form. 212 EAST OHIO STREET CHICAGO 11, ILLINOIS 


Answers in squares should be indicated thus [x] 


. How many YEARS have you been IN PRACTICE? 
Less than 10 
0 10-19 
0 20-29 
0 30-39 
40 or more 


. In what STATE, OR PROVINCE, do you practice? 


. What is the POPULATION OF your PRACTICE COMMUNITY? 
(0 Under 5,000 
0 5,000 - 9,999 
(0 10,000 - 49,999 
50,000- 499,999 
(1D 500,000 -999,999 
( 1,000,000 and over 


. What is you TYPE OF PRACTICE? 
( General practice 
(1 General practice, giving particular attention to a specialty 
() Full time devoted to specialty practice 
(1D Full time devoted to osteopathic manipulation 

. lf you have indicated that you devote your full time to a specialty practice, or are a general practitioner, giving particular 

attention to a specialty, please answer the following: 

a. What is your Specialty Interest? 
b. Are you certified by an osteopathic specialty board in this specialty? ) Yes [1 No 


. FEES—Please indicate your fees for the following: 
Office call $ 


Daytime house call $ 


Night call $ 


. INCOME AND EXPENSE—Please indicate income and expense derived from your practice for the 1959 year as follows: 
Gross income $ = 


Total operating expenses $ 


Net income $ 


. PATIENTS TREATED—Piease indicate approximately the average number of patients you treat daily, @s follows: 
In your office 
House calls 
In the hospital 
TOTAL 


The survey form, reproduced here, will be the first income-fee study of the profession to be 
made since 1937. It specifically requests that no form be signed. 


coUNCIL ON FEDERAL HEALTH PROGRAMS 


Dr. Denslow reappointed to 
U.S. health survey group 


> Dr. J. S. Denslow, Director of 
Research Affairs, Kirksville College 
of Osteopathy and Surgery, Kirks- 
ville, Missouri, was recently reap- 
pointed as a member of the U.S. 
Surgeon General’s advisory com- 
mittee on the U.S. national health 
survey. This is his second 3-year 
term. 

The survey is a continuing pro- 
gram conducted by the U.S. Public 
Health Service to study the extent 
of illness and disability in the Unit- 
ed States. Dr. Denslow is one of 
the original members of the twen- 
ty-four man committee. 


A.O.A. represented at 
White House Conference 


> The Golden Anniversary White 
House Conference on Children 
and Youth was held in Washing- 
ton, D.C., March 27 to April 2. 
This was the sixth Conference to 
be called by a President of the 
United States, and once again 
brought a nationwide stock-taking 
of the needs of children and youth. 
The Conferences have been called 
every decade since 1909. 

Among participants were nomi- 
nees of state committees and na- 
tional organizations. Representa- 
tives of the American Osteopathic 
Association, the American College 
of Osteopathic Surgeons, the Amer- 
ican College of Osteopathic Pedi- 
atricians, and of the Auxiliary to 
the American Osteopathic Associa- 
tion received invitations from Pres- 
ident Eisenhower. A number of 
other osteopathic physicians at- 
tended as nominees of state com- 
mittees. 

The theme for the Conference 
was “To promote opportunities for 
children and youth to realize their 
full potential for a creative life in 
freedom and dignity.” During the 
afternoon of each day, 210 work 


groups of about thirty persons each 
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‘met to discuss specific problem 


areas and to arrive at proposals 
for recommendations to be voted 
on in individual forums. 

Because of the size of the Con- 
ference and the desire to keep the 
work groups small, many hotels 
and other buildings were used. 
The theme assemblies were held in 
different hotels, and there were at 
least twelve separate meeting 
places for the eighteen forums, and 
some sixty-eight places for the 210 
groups. 

These five basic questions were 
tackled—and many times answered 
—by the Conference: 


What is the nature of the changes 
that have taken place in home 
and community in the past dec- 
ade? * This question brought dis- 
cussion of changes in relationships 
between members of families and 
between families within communi- 
ties; shifts in population and indus- 
try; changes in employment pat- 
terns; and consequent changes in 
patterns of family and community 
life. 


What has been the impact of 
these changes? * This dealt with 
the effect of changes in patterns of 
family life and led to speculation 
concerning the consequence of 
change in terms of the behavior of 
children and their families. This 
was again a summation of the total 
picture of youth today. 


What will be tomorrow’s needs? 
¢ From what is known of today and 
yesterday, effort was made to cre- 
ate a picture of tomorrow's world 
and the demands it is likely to 
make on tomorrow's adults, who 
are today’s children. Discussion 
centered upon the strength of de- 
veloping forces that will influence 
community, family, and the indi- 
vidual from within and without— 
and from without our own national 
borders as well. More than any 
previous one, the 1960 Conference 


considered the international pic- 


ture. 


How are we preparing today’s 
children for tomorrow’s world? 
* Building upon the formulation of 
the world in which today’s chil- 
dren will reach maturity, and of 
what society—local, national, and 
international—is likely to require 
of them, some assessment was 
made of the adequacy with which 
families and communities are pre- 
paring today’s children. 


What new knowledge and what 
new programs will be needed? ¢ 
The planning of research and the 
designing of programs have already 
begun in some states and commu- 
nities; this is also the primary 
concern of many participating or- 
ganizations. Nevertheless, the Con- 
ference findings may be expected 
to shed light upon the many pos- 
sible answers to the fifth question 
—not only during the 5 days of 
discussion in Washington, in which 
members of the osteopathic profes- 
sion took part, but during the far 
more important phase of the Con- 
ference in which all of you will 
take part—the action phase, the 
following up of the Conference 
recommendations in state, commu- 
nity, church, school, and home. 


Social security 
disability program 


> The first report of the House 
Subcommittee on the Administra- 
tion of the Social Security Laws 
was made available on March 11. 
The report deals only with the so- 
cial security disability program. It 
was chosen as the first area for 
consideration and study because it 
is the newest and in many respects 
the most difficult to administer, and 
also because of persistent com- 
plaints as to the strict interpreta- 
tion of the Act and the amount of 
time consumed in making a disa- 
bility determination. 

The report notes that the actual 
determination of disability is 
made by fifty-six state agencies un- 
der contractual arrangements us- 
ing standards prescribed by the 
Bureau of Old-Age and Survivors 
Insurance in the Social Security 
Administration of the Department 
of Health, Education, and Welfare. 
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Under the law, an individual is 
required to furnish evidence of his 
disability. The Subcommittee stat- 
ed as its belief that, under the cir- 
cumstances, the importance of pro- 
viding each claimant with the kind 
of information and assistance he 
needs in preparing his claim, and 
of giving him an explanation of his 
legal rights and remedies, cannot 
be overestimated. 

On the subject of purchase of 
medical evidence, the Subcommit- 
tee found that the provision for 
consultative examinations is clearly 
an essential element of the process 
of developing evidence and deter- 


DEPARTMENT OF PUBLIC 


Bureau of Public Education on Health 


Full health care essential 
to community development 


> Complete health services and 
facilities form one of the most im- 
portant assets in a community, and 
their absence impedes the devel- 
opment of the community. The 
maintenance and care of health is 
ranked by commercial and indus- 
trial companies as being of prime 
necessity, along with economic 
and geographical factors, in the 
development of a business. 
However, doctors and related 
health facilities, including hospi- 
tals and clinics, cannot establish 
themselves in a community where 
state and local laws restrict the 
physician from providing all the 
diagnostic and therapeutic services 
required by sick or injured per- 
sons, or where the establishment 
of a hospital or clinic is prevented 
by the fact that the necessary pro- 
fessional personnel may not fully 
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mining disability, and stated the 
belief that the Department should 
take appropriate administrative ac- 
tion if the purchase of supplemen- 
tary medical evidence from attend- 
ing physicians is found to serve the 
best interests of the disability pro- 
gram. The Subcommittee request- 
ed the Department to ascertain and 
report on the question of whether 
or not there are needy claimants 
who are unable to get enough med- 
ical evidence in their file to meet 
the prima facie case requirements 
of “reasonable likelihood . . . of 
disability.” 

The report states that during the 


AFFAIRS 


utilize their education and train- 
ing. 

The fact that physicians and 
surgeons are interested in locating 
in areas where their professional 
services and training are accepted 
is important, but also important is 
the fact that through their offices, 
clinics, hospitals, and related insti- 
tutions they bring to the commu- 
nity important direct and indirect 
economic contributions. In any 
community, doctors and hospitals 
buy supplies and services to an 
important degree. Not only do 
health personnel and facilities re- 
quire goods, supplies, and serv- 
ices, but they encourage the 
establishment of drug stores, med- 
ical supply businesses, and auxil- 
iary services. They also encourage 
the location of related health pro- 
fessions, such as dentists, optom- 
etrists and chiropodists. 

Another way in which the com- 
munity benefits is from the par- 
ticipation in community affairs of 
doctors and others connected with 
health services. In few instances 


course of the hearings the question 
of the desirability of removing the 
age 50 requirement for disability 
benefits, and the administration 
ramifications which such a change 
would entail, came up time after 
time. It states that the evidence 
before the Subcommittee was: 

1. There is no administrative or 
other justification for continuation 
of this purely arbitrary distinction, 

2. The distinction can be elimi- 
nated without an increase of the 
tax or impairment of the soundness 
of the trust fund, according to the 
Department of Health, Education, 
and Welfare. 


do these persons fail to serve in 
community and civic organizations, 
fraternal societies, and on_ the 
boards of directors of banks and 
other businesses. A progressive 
community is not only a group of 
persons or businesses, but is a vital 
unit which calls upon the vari- 
ous professions and businesses for 
leaders. Without representative 
leaders, community development is 
seriously impeded. 

The extent to which health per- 
sonnel will be provided in any 
community depends to a great ex- 
tent upon the attitude of the peo- 
ple. They must provide the kind 
of climate that will invite people 
to settle in the community and to 
develop their businesses or prac- 
tices there. The dentist is encour- 
aged to settle in the community 
where he knows that the doctors 
have found the public receptive 
to a high level of professional 
service. The doctor is encouraged 
to establish hospitals and clinics 
where he knows the community 
recognizes that such _ institutions 
and services are necessary to the 
welfare and health of its citizens. 

The economic development of 
each business or industry in a 
community is furthered by the 
progress and development of other 
businesses and industries. Where 
one business or profession is dis- 
couraged from contributing its 


services, others are discouraged. 
Each town or village seeks to make 
of-its own area the trade center 
for the surrounding non-urban 
areas, but people outside the com- 
munity will be attracted to a trade 
center only if it is adequately or- 
ganized and serviced. 

Today in many trade centers, 
the osteopathic profession in par- 
ticular is unable to make a major 
contribution because of the lack, 
on a state level, of a licensing law 
which permits the profession to 
make the type of contribution it is 
qualified to make through its pro- 
fessional training and service pro- 
gram. In many areas of the coun- 
try the profession’s development 
could constitute an important asset. 
It could bring to the community 
leadership in health affairs, new 
health facilities, and an important 
purchasing power. If the free en- 
terprise system of the United 
States is to continue to develop, 
all legitimate endeavors must con- 
stitute a part of each community. 

In years ahead, the present 
shortage of physicians and the lack 
of hospital and clinical facilities 
throughout the country will be- 
come more severe. Cities and com- 
munities that do not start now to 
make provisions which will permit 
doctors and health facilities to es- 
tablish themselves will find the 
health of their people jeopardized. 
Each community should analyze 


Committee on Hospitals 
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Bureau of Public Edcoitn on Health meets in Central Office—Seated, left to right, Drs. 


Elmer C. Baum, Austin, Texas; Eugene F. Mosier, Puyallup, Washington, chairman; and C. 
Fred Peckham, Oswego, New York; Miss Lillian M. Schmitz, Chicago, meeting secretary. 
Standing, Drs. Joseph A. Walker, Royal Oak, Michigan; Carl E. Morrison, St. Cloud, Minne- 
sota; E. C. Goblirsch, Little Falls, Minnesota; and Mr. Milton McKay, A.O.A. General 


Council. 


its situation in the light of the fu- 
ture, should ask whether, in the 
years ahead, conditions will attract 
doctors and related professional 
health personnel, and whether 
present hospital facilities are ade- 
quate both for present needs and 
for the predicted population ex- 
pansion. Communities should de- 
termine whether business and in- 
dustry believe that their health 
facilities are adequate, or whether 
community development is being 
hindered because a necessary part 


A.O.A. meetings in Central Office 


The following meetings of A.O.A. agencies will be held in Central Office in the coming weeks: 


Representatives from committees on colleges, hospitals, and specialty boards 


Bureau of Public and Industrial Health 


Bureau of Professional Education 


of the working team of qualified 
health personnel is lacking. 

In turn, health and welfare can 
well depend upon the economic 
and social organization cf a com- 
munity. Only if a community is 
well balanced can it progress. Only 
by developing its assets can it pro- 
tect the health and welfare of its 
people. An adequate and realistic 
public health policy, depending 
upon the full utilization of all 
available health professions, is one 
factor in balanced development. 


May 5 
May 6-9 
May 7-8 

May 21-22 
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HEADQUARTERS ACTIVITIES — 


A.O.A. announces third 
journalism awards 


> Winners of the third annual 
A.O.A. journalism awards have 
been announced by Robert A. 
Klobnak, director, Public and Pro- 
fessional Service, of Central Office, 
Chicago. Reporters for daily news- 
papers in Texas, Florida, and Cali- 
fornia are each to receive a plaque 
and a check for $100. Edward 
Eulenberg, Northwestern Univer- 
sity journalism faculty member and 
writer for the Chicago Daily News, 
was for the third time judge of the 
competition. 

Blair Justice of the Fort Worth, 
Texas, Star Telegram, Betty Kohl- 
man of the Tampa, Florida, Trib- 
une, and Brian Duff, of the San 
Diego, California, Union, were the 
winners. 


The entry by Mr. Justice was 
made up of reports of scientific 
meetings, a public forum, and inci- 
dents at the Fort Worth Osteo- 
pathic Hospital. He was also a 
winner in the first A.O.A. competi- 
tion in 1958, with a story on child- 
birth under hypnotic anesthesia 
which also occurred in Fort Worth’s 
osteopathic hospital. 

Miss Kohlman, the first woman 
to receive this A.O.A. award, en- 
tered a feature story on Dr. Mar- 
garet Raffa, an osteopathic physi- 
cian of Tampa, long prominent in 
osteopathic organizational affairs, 
and this year’s president of the 
Academy of Applied Osteopathy. 
Miss Kohlman’s article stressed the 
opportunity open to women in the 
field of medicine. 

Mr. Duff won on a story of a 
corneal transplant performed in 


New A.O.A. exhibit makes its debut at third annual Chicagoland Fair, held March 19 to 27 
at the Museum of Science and Industry, and sponsored by the Chicago Junior Association 
of Commerce and Industry in cooperation with the Welfare Council of Metropolitan Chi- 
cago. Some seventy associations participated. The new A.O.A. exhibit is in walnut with 
translucent panels in color. 
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the osteopathic Hillside Hospital 
in San Diego. The surgery partial- 
ly restored the patient's eyesight, 
This story was Mr. Duff’ first en- 


Awards will be made during 
April. 


Central office produces 
four new releases 


> Four printed pieces of widely 
varying style have been released 
by Central Office within the 
month. They have been produced 
by members of the departments 
concerned, and are directed at par- 
ticular professional and general au- 
diences. 

Commanding first attention is 
“The Role of the AOA,” an eight- 
page presentation of salient facts 
concerning the profession—the 
structure and authority of its na- 
tional organization, its educational 
facilities and training, recognitions, 
hospitals, and methods of commu- 
nication and development. 

To insure complete coverage of 
the profession, the booklet is being 
printed as an insert in the Forum 
or Osteopatuy for April. In 
booklet form, it will be distributed 
through national and state councils 
on development to opinion leaders 
in business, industry, and in gov- 
ernment and private health agen- 
cies. 

The fifteenth edition of the “Ab- 
stract of Laws and Regulations 
Governing the Practice of Osteop- 
athy” has just been released by the 
Department of Information and 
Statistics. It covers the laws and 
regulations of the fifty states, the 
District of Columbia, Puerto Rico, 
and six provinces of Canada. 

The booklet also lists states of- 
fering unlimited licenses, those 
whose licensing boards accept cer- 
tificates of the National Board of 
Examiners for Osteopathic Physi- 
cians and Surgeons, those that re- 
quire annual registration, and those 
that have basic science laws. The 
booklets are 20 cents each, and 
$18.00 a hundred. 

The Business Office has pro- 
duced two promotional pieces of 
distinction. One, “Another Great 
Year,” has been mailed to prospec- 
tive advertisers, and the second to 
convention exhibitors. 
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Staff travels 


> Members of the Central Office 
Staff, Chicago, have represented 
the Association at these conven- 
tions and meetings during recent 
weeks: 

Dr. True B. Eveleth, Executive 
Secretary: dinner meeting for lay- 
men and physicians in Des Moines, 
lowa, April 4, given by the Polk 
County Osteopathic Association; a 
meeting of agency executives of 
the National Health Council, New 
York City, April 26. 

Robert A. Klobnak, director, Di- 
vision of Public and Professional 
Service: regional meeting of the 
American Public Welfare Associa- 
tion, April 10-15, St. Paul, Minne- 
sota. 

Robert Bennett, director, Osteo- 
pathic Progress Fund: closing days 


of the campaign for funds for the 
rural clinic program of the Kirks- 
ville College of Osteopathy and 
Surgery, Kirksville, Missouri, April 
15-May 2. 

Katherine Becker and Betty Ka- 
nameishi, associate editors respec- 
tively of THe JournnaL and Tue 
Forum: the annual Child Health 
Conference, Kansas City, Missouri, 
April 25-27. 

Otha W. Linton, press represen- 
tative: Child Health Conference; 
the Rocky Mountain Osteopathic 
Conference, Colorado Springs, 
Colorado, March 20-April 3. 

Robert Bradner, press represen- 
tative: annual meeting of the 
American Osteopathic College of 
Proctology, Tulsa, Oklahoma, 
March 28-April 1; annual conven- 
tion of the Texas Association of 
Osteopathic Physicians and Sur- 
geons, Dallas, April 28-30. 


Medical film review 


The following film has been re- 
viewed by the A.O.A. Division of 
Public and Professional Service. It 
may be procured from the pro- 
ducer with no charge other than 


postage. 


Infradiaphragmatic Resection of 
Vagus Nerves and Gastroenterosto- 
my—This film shows the surgical 
management of a 63-year old man 
with recurrent duodenal ulcer of 
10 years duration. Following ex- 
posure and exploration of the stom- 
ach, the main vagus nerve trunks 
are isolated by bronchial resection 
and are severed at the lower part 
of the esophagus. Twelve addition- 
al vagus nerve fibers are severed. 
1954. 16 mm., color, sound, 35 
minutes. Winthrop Laboratories, 
1450 Broadway, New York 18. 


Proposed amendments to the 
Constitution and By-Laws of the 
American Osteopathic Association 


TRUE B. EVELETH, D.O., Executive Secretary 


Constitution 
(Read in 1959 and can be acted on in 1960) 


ARTICLE VII.—OFFICERS 


(The following proposed amendments would remove 
the offices of both the Second and the Third Vice 
President.) 

Amend the article by deleting the first sentence 
and substituting therefor the following: “The elected 
officers of this Association shall be the President, 
President-Elect and Vice President.” 

Amend the second sentence of the first paragraph 
by deleting the word “First.” 
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Amend the second paragraph of the article by de- 
leting the words “Vice Presidents in the order of 
their designation,” and substituting the word “Vice 
President.” The paragraph would then read: “In the 
case of inability upon the part of the President to 
serve during the term of office for which he has been 
elected, his office and duties shall devolve upon the 
Vice President.” 


Alternate_Amendments to Article VII 
(Paragraphs 1 and 2) 


(The following proposed amendment would remove 
the office of Third Vice President.) 

Amend the Article by deleting the first sentence 
and substituting therefor the following: “The elected 
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officers of this Association shall be the President, 
President-Elect, First Vice President and Second 
Vice President.” 


(The following proposed amendment provides for 
the succession to the presidency of the Immediate 
Past President in case of the inability of the Presi- 
dent.) 

Further amend Article VII—paragraph 2, the sec- 
ond line following the words “devolve upon the,” by 
deleting the remainder of the paragraph and substi- 
tuting therefor the following: “Immediate Past Presi- 
dent, and in the event of his inability to serve, the 
responsibility shall devolve upon the Board of Trus- 
tees.” 

The paragraph would then read: “In case of in- 
ability upon the part of the President to serve during 
the term of office for which he has been elected, his 
office and duties shall devolve upon the Immediate 
Past President, and in the event of his inability to 
serve, the responsibility shall devolve upon the Board 
of Trustees.” 


(The following is an alternate amendment, pro- 
posed by the House Committee on Constitution and 
By-Laws, to the second paragraph of Article VII and 
provides for succession to the presidency in case of 
the inability of the President.) 

Amend Article VII, paragraph 2, following the 
words “devolve upon the,” by deleting the remainder 
of the paragraph and inserting the following: “First 
Vice President, and in the event of his inability to 
serve, the responsibility of filling the office of Presi- 
dent shall devolve upon the Board of Trustees.” 

The paragraph would then read: “In the case of 
inability upon the part of the President to serve dur- 
ing the term of office for which he has been elected, 
his office and duties shall devolve upon the First 
Vice President, and in the event of his inability to 
serve, the responsibility of filling the office of Presi- 
dent shall devolve upon the Board of Trustees.” 


(The following proposed amendment would change 
the title of Executive Secretary to Executive Di- 
rector.) 

Amend the third paragraph of the Article by delet- 
ing, in the first and third sentences, the words “Ex- 
ecutive Secretary,” and substituting therefor the 
words “Executive Director.” 


ARTICLE VIII—BOARD OF TRUSTEES AND 
EXECUTIVE COMMITTEE 


(The following proposed amendments would remove 
the Second Past President and the Second and Third 
Vice Presidents as members of the Board of Trustees, 
and would reduce the number of members of the 
Board to sixteen.) 

Amend the article by deleting the first sentence 
and substituting therefor the following: “The Board 
of Trustees of this Association shall consist of the 
President, President Elect, the Past President for the 
preceding year, and the Vice President, and of twelve 
other members, four of whom shall be elected an- 
nually by the House of Delegates to serve for three 
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years, provided that all present members shall serye 
out their terms of office.” 

Amend the last paragraph of the article by delet- 
ing the word “First” preceding. the words “Vice 
President.” 

The paragraph would then read: “The Executive 
Committee of this Association shall consist of the 
President, President Elect, Immediate Past President, 
Vice President, the Chairman of the Department of 
Professional Affairs and the Chairman of the Depart- 
ment of Public Affairs.” 


Alternate Amendment to Article VIII 


(The following proposed amendment would remove 
the Second Past President and the Third Vice Presi- 
dent as members of the Board of Trustees, and 
would reduce the number of members of the Board 
to seventeen.) 

Amend the Article by deleting the first sentence 
and substituting therefor the following: “The Board 
of Trustees of this Association shall consist of the 
President, President Elect, the Past President for the 
preceding year, First Vice President, Second Vice 
President, and of twelve other members, four of 
whom shall be elected annually by the House of 
Delegates to serve for three years, provided that all 
present members shall serve out their terms of office.” 


ARTICLE IX.—MEETINGS 


(The following proposed amendment would provide 
for the selection of the convention city by the Board 
of Trustees, as recommended by the Committee on 
A.O.A. Organizational Structure.) 

Amend the Article by deleting the first paragraph 
and substituting therefor the following: “The annual 
meetings (conventions) shall be held at such time 
and place as may be determined by the Board of 
Trustees.” 

Further amend the Article by deleting, in the sec- 
ond paragraph, the word “House,” and substituting 
therefor the word “Board.” 

The paragraph would then read: “In selecting the 
convention city, the Board may take action covering 
not more than five succeeding conventions.” 


(The following alternate proposed amendment is 
published at the request of the House Committee on 
Constitution and By-Laws. It was read in 1959 and 
may be acted on in 1960.) 

Amend Article IX by deleting the first paragraph 
and substituting therefor the following: “The annual 
meetings (conventions) shall be held at such time 
and place as may be determined by the Board of 
Trustees, provided, however, such action may be 
changed by the House of Delegates by a two-thirds 
vote of the total number of Delegates accredited for 
voting.” 


ARTICLE X.—AMENDMENTS 
(The following proposed amendment would make 


consistent, references in the Constitution to the Ex- 
ecutive Director if the proposed amendment to the 


third paragraph of Article VII is adopted. It was 
read in 1959 and may be acted on in 1960.) 

Amend the Article by deleting the word “Secre- 
tary’ and substituting therefor the word “Director.” 


Constitution 


(The two following amendments are proposed by the 
Committee on Constitution and By-Laws to clarify 
references to annual meetings and annual conven- 
tions. They will be read in 1960 and may be acted 
on in 1961.) 


ARTICLE VII.—OFFICERS 


Amend the Article by deleting the word “conven- 
tion” in the last sentence of the first paragraph of the 
Article and substituting therefor the word “meeting.” 
The sentence would then read: “The President-Elect 
shall automatically succeed to the Presidency upon 
his installation, during the annual meeting following 
his election to the office of President-Elect.” 


ARTICLE IX.—MEETINGS 


Amend the Article by deleting the first sentence 
and substituting therefor the following: “Wherever 
referred to in this Constitution and By-Laws, the 
words ‘annual meeting’ shall refer to the meeting of 
the Board of Trustees and the House of Delegates, 
and the words ‘annual convention’ shall refer to the 
clinical assembly of the membership.” 


By-Laws 


(For action in 1960) 
ARTICLE II.—MEMBERSHIP 


(The following amendment is proposed by Dr. W. 
Hadley Hoyt, Delegate from the Massachusetts Os- 
teopathic Society. It provides for temporary amend- 
ment of membership eligibility.) 

Amend Section 1 by adding in the first sentence, 
after the word “resides,” the following clause, “ex- 
cept that for a period of fifteen days following the 
close of the 1960 American Osteopathic Association 
Convention, a graduate of a college of osteopathy 
who graduated prior to July 1, 1944, from a college 
of osteopathy whose graduates were eligible for li- 
censure in the state in which said college was located 
at the time of his or her graduation is hereby de- 
clared eligible for regular membership in the Ameri- 
can Osteopathic Association, and further, that follow- 
ing the aforesaid fifteen-day period this amendment 
will become null and void and be stricken from the 
record.” 

(The following proposed amendments, recom- 
mended by the Board of Trustees, provide for two 
types of special membership, life and honorary life.) 

Amend Section 3 of Article II by inserting before 
the words “life membership,” the word “Honorary.” 

The paragraph would then read: “Honorary life 
membership shall be conferred on each President 
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upon conclusion of his term of office. Such honorary 
life membership shall not exempt the holder thereof 
from the maintenance of regular membership in his 
divisional society nor from assessments levied by this 
Association.” 

Further amend Section 3 by adding a second para- 
graph to read as follows: 

“Honorary life membership may also be conferred 
by the Board of Trustees on a regular member who 
has been in good standing for twenty-five consecu- 
tive years immediately preceding, and who has ren- 
dered outstanding service to the profession at either 
the state or national level, or who is recommended 
for such a membership by official action of his divi- 
sional society and the Committee on Membership. 
Such honorary life members shall have the privileges 
and duties of regular members including the pay- 
ment of assessments levied by the Association, but 
shall not be required to pay dues.” 

Further amend Article II by deleting the present 
Section 4 and substituting therefor the following: 
“Life membership may be granted by the Board of 
Trustees to any regular member who has reached 
the age of seventy-five, or who has completed fifty 
years of osteopathic practice, whichever comes first, 
and who has been in good standing for twenty-five 
consecutive years immediately preceding. Such 
members shall have the privileges and duties of reg- 
ular members but shall not be required to pay dues 
or assessments.” 


(The following alternate amendment to Section 4 
of Article II is proposed by the Committee on Con- 
stitution and By-Laws and provides for liberalizing 
the requirements for a life membership.) 

Further amend Article II by deleting the present 
Section 4 and substituting therefor the foliowing: 
“Life membership may be granted by the Board of 
Trustees to any regular member who has reached the 
age of seventy, or who has completed fifty years of 
osteopathic practice, whichever comes first, and who 
has been in good standing for twenty-five consecu- 
tive years immediately preceding. Such members 
shall have the privileges and duties of regular mem- 
bers but shall not be required to pay dues or assess- 
ments. 

“Life membership may also be granted by the 
Board of Trustees, on recommendation of his divi- 
sional society, to any regular member who has be- 
come permanently totally disabled. Such members 
shall have the privileges and duties of regular mem- 
bers but shall not be required to pay dues or assess- 
ments.” 


ARTICLE III.—FEES AND DUES 


(The following proposed amendments are published 
at the request of the Executive Secretary in order to 
change the name of THe Forum or OstTEoPatuy in 
accordance with plans projected by the Business 
Manager.) 

Amend Section 1 by deleting, in the second para- 
graph of the section, the words, “THe Forum or Os- 


TEOPATHY, and substituting therefor the title, “D.O.” 
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Further amend Article III by deleting, in Section 
4, the words “Tue Forum or Ostreopatuy,” and sub- 
stituting therefor the title, “D.O.” 


ARTICLE V.—HOUSE OF DELEGATES: 
METHODS OF ELECTION AND DUTIES 


(The following amendments are proposed by the 
Committee on Constitution and By-Laws.) 

Amend Section 6 by deleting the first paragraph 
thereof and substituting therefor the following: “The 
annual meeting of the House of Delegates shall be 
held during June, July or August, and separate from 
the annual convention or clinical assembly of the 
Association, upon call of the President. Special ses- 
sions of the House of Delegates may be called by the 
President. The Delegates shall be given at least two 
weeks’ notice and the object or objects shall be stated 
in the call.” 


(The following is an alternate amendment to Section 
6 of Article V.) 

Amend Section 6 by deleting the first paragraph 
thereof and substituting therefor the following: 
“The annual meeting of the House of Delegates shall 
be held separately from the annual convention or 
clinical assembly of the Association, upon call of the 
President. Special sessions of the House of Delegates 
may be called by the President. The Delegates shall 
be given at least two weeks’ notice and the object 
or objects shall be stated in the call.” 


ARTICLE VII.—DUTIES OF BOARD OF TRUSTEES 


(The following amendment is proposed by the Com- 
mittee on Constitution and By-Laws. It clarifies the 
meeting time of the Board of Trustees.) 

Amend Section 1 by deleting the word “Associa- 
tion” in the second sentence of the Section and sub- 
stituting therefor the words “House of Delegates.” 
The sentence would then read: “It shall meet coinci- 
dent with the annual meeting of the House of Dele- 
gates and at other times on call of the President,” 


ARTICLE VIII.—DUTIES OF OFFICERS 


(The following amendment is proposed by the Com- 
mittee on Constitution and By-Laws.) 


Amend Section 1 by inserting, following the word 
“meetings” in the first sentence of the Section, the 
words “and Conventions.” The sentence would then 
read: “The President shall preside at all meetings 
and conventions of the Association except the meet- 
ings of the House of Delegates and shall perform the 
duties usually pertaining to his office.” 


(The following alternate amendment is proposed by 
the Executive Secretary to clarify the phraseology 
of Section 1.) 

Amend Section 1 by deleting the first two sen- 
tences of the Section and substituting therefor the 
following: “The President shall be the chairman of 
the Board of Trustees and of the Executive Commit- 
tee and shall perform the duties usually pertaining 
to his office.” 


ARTICLE VIII.—DUTIES OF OFFICERS 


(The following proposed amendments would make 
the By-Laws consistent with the Constitution, if cer- 
tain amendments to the Constitution are adopted.) 

If the proposed amendments to Article VII of the 
Constitution removing the offices of both the Second 
and Third Vice Presidents are adopted, amend Ar- 
ticle VIII of the By-Laws by deleting, in Section 2, 
the words “Vice Presidents, in the order of their des- 
ignation and,” and by substituting therefor the words 
“Vice President.” 

If the proposed amendment to Article VII of the 
Constitution is adopted, changing the title of Execu- 
tive Secretary to Executive Director, amend Section 
4 of Article VIII by deleting the first sentence of the 
Section and by substituting therefor the following: 
“The Executive Director shall be the chief adminis- 
trative officer of the Association and of the Central 
Office.” 


ARTICLES I, I, IV, V, VII, VIII, IX AND X 


If the proposed amendment to the third paragraph 
of Article VII of the Constitution is adopted, chang- 
ing the title of Executive Secretary to Executive Di- 
rector, amend each of the above named articles by 
deleting the word “Secretary” wherever it appears in 
the title “Executive Secretary” and by substituting 
therefor the word “Director.” 


Current research: Abstracts 


of Conference reports 


The fourth Research Conference sponsored by the 
Bureau of Research of the American Osteopathic 
Association met in Chicago on March 12 and 13. The 
Conference was open to all investigators in osteopathic 
schools and hospitals. About forty faculty members and 
students were present. The purpose of these Conferences 
is to encourage and stimulate the development of 
research activity by providing an opportunity for the 
free interchange of ideas among investigators in the 
osteopathic profession. 

Beginning with the Conference in 1959 the 

participation of students who have demonstrated special 
interest and ability in research has been encouraged. 
This effort has been very successful, and this year 
students from four osteopathic colleges presented 
papers on the program. 

The Conference concluded with an interesting and 
stimulating round-table discussion with I. M. Korr, 
Ph.D., and J. S. Denslow, D.O., as special guest 
participants. Considerable interest was shown in 
conducting clinical osteopathic research, and many of 
the problems related to this type of research were 
identified and discussed. 

Following are abstracts of papers given during the 
Conference. Price E. Tuomas, D.O., Chairman, 
Program Committee 
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Current research 


Abstracts of Conference reports 


Functional interrelationships of 
the paravertebral muscles 
in the lumbar region* 


John Nelson Eble, Ph.D. 

Department of Physiology and Pharmacology 
Kirksville College of Osteopathy and Surgery 
Kirksville, Missouri 


Activity of the paravertebral muscles in the lumbar 
region in acute spinal rabbits (T1-T2) was recorded 
electromyographically. The muscle groups studied 
were multifidus, longissimus, intertransversarii, and 
psoas, and in addition the rectus abdominis. Patterns 
of reflex response of these muscles to a variety of 


*Supported in part by a grant from the Bureau of Research of the 
American Osteopathic Association. 


INTERTRANSVERSALE 
L-3 
ULTIFIDUS____ 


stimuli, both visceral and somatic, were established, 
For example, it was shown that there is little or no 
interrelation between the multifidus on opposite 
sides but that the intertransversales of opposite sides 
act as though they were antagonists; that is, a stim- 
ulus which will excite the intertransversales on one 
side inhibits activity on the opposite side. Further, 
the multifidus on one side reacts as if it were an- 
tagonistic to the intertransversales on the opposite 
side, and is relatively independent of the intertrans- 
versales on the same side. As shown in Figure 1, 
pinching the skin of the dorsum excites the underly- 
ing multifidus and inhibits the contralateral inter- 
transversales. 

The threshold for inhibition of pre-existing activity 
of the antagonistic muscle group is lower than that 
for the stimulation of the muscle itself. The an- 
tagonistic activity is inhibited at levels of stimulation 
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MULTIFIDUS. 


PINCHING SKIN OF LEFT LEG 


Fig. |. Electromyographic recording of activity in paravertebral 
muscle groups elicited reflexly by pinching the skin as indicated. 
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PINCHNIG SKIN OF DORSUM L-4 LEFT 


The second stimulus results in a greater inhibition of the contra- 
lateral intertransversales activity than of the homolateral activity. 
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which produce no detectable activity in the other 
muscle groups under observation. 

It is suggested that excitation of antagonistic mus- 
cle groups be considered to relieve muscles in active 
contraction. It is further suggested that this recipro- 
cal relationship should be considered as a possible 
mechanism when relief is obtained by applying di- 
rect pressure to such active muscles. 


Current fluorescence microscopic 
studies of nerve tissue* 


J. Eugene Mielcarek, M.S., D.O. 
Kansas City College of Osteopathy and Surgery 
Kansas City, Missouri 


The preliminary data from this study were described 
in a paper entitled “Effective Fluorochroming of Su- 
pravital Nerve Preparations,” which was accepted 
for publication in Transactions of the American Mi- 
croscopic Society. The technics described in this pa- 
per and others have been applied to various studies 
during the past year. 

1. Fluorescence microscopy of sciatic nerve de- 
generation in Rana catesbeiana: The objective of 
this study was twofold: to better visualize the details 
of sciatic nerve degeneration, and to evaluate the 
utility of fluorescence microscopy in the study of 
progressive changes in experimentally induced path- 
ologic lesions in nerve tissue. Supravital fluorescence 
studies of the distal segment of surgically severed 
sciatic nerve of bullfrogs were made at 24-hour in- 
tervals for 23 days postoperatively, and also at 43 
and 170 days. A combination of three fluorochromes 
applied sequentially was developed as a specific 
technic for degeneration studies, since the nerve, 
vascular, and connective tissue components are well 
differentiated in supravital preparations. Details of 


*Supported by grants from the Bureau of Research of the American 
Osteopathic Association. 


Fig. |. The large structure is a remnant of a degenerating axon, 
surrounded by regenerating axons, 170 days after severing sciatic 
nerve. Teased supravital preparation. Reflected light fluores- 
cence microscopy, x 256. (Figures | to 6 are enlargements of 25 
mm. films.) 
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degeneration phenomena occurring along the length 
of nerve fibers were observed and photographed. 
Correlations between morphologic changes and time 
lapse after surgery were determined. Variations in 
the rate of fiber degeneration observed in these 
studies were of particular interest. A correlation of 
degenerative events as related to a proximo-distal 
axis along the distal segments has been attempted. 


Fig. 2. Nerve fibers of the bullfrog sciatic nerve, 13 days after 
surgical severance of nerve. Fibers show characteristic areas of 
constriction and areas of destroyed myelin. Teased supravital 
preparation. Reflected light fluorescence microscopy. 


Fig. 3. Tortuosity, myelin destruction, and peripheral irregularity 
of nerve fibers of the distal segment of bullfrog sciatic nerve, 9? 
days after surgical severance of the nerve. Teased supravital prep- 
aration. Reflected light fluorescence microscopy, x 256. 


Fig. 4. Nerve fibers of a 17-day chick embryo sciatic nerve. Re- 
flected light fluorescence microscopy, x 256. 
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Fig. 5. Normal cells and debris are shown at top. A group of 
squamous cells in the center are from a grade II (cervical ero- 
sion}. The cells are small and the nuclei are large and regular. At 
the lower right, polymorphonuclear and mucous cells are large, 
but regular. No morphologic evidence of malignancy is seen. 


Fig. 6. Grade IV cancer cells are irregular and highly metaplastic. 


2. The effectiveness of antibiotics as fluorochromes 
for nerve tissue: Various antibiotics as prepared for 
¢linical use were found to be very effective in nerve 
fluorochroming; comparative studies of fluorochrome 
effectiveness and specificity were made. Recent ob- 
servations of the possible effect of antibiotics on 
nerve fiber surface and stability indicate that a cor- 
relation between microscopic observations and clin- 
ical studies would be desirable. 

3. Fluorescence microscopic studies of embryonic 
nerve tissue: Fluorochroming procedures for the de- 
veloping nerve tissue of invertebrates (brine shrimp) 
and vertebrates (zebra fish, chick, and opossum) are 
being developed. Fluorochrome specificity for chick- 
egg constituents, particularly albumen and chick- 
embryo tissues, is under study. A fluorochrome anti- 
biotic complex which has specificity for early nerve 
ectoderm has been utilized. Various technics for in- 
corporating fluorescence into the developing nervous 
system are under investigation. 

4. Fluorescence exfoliate cytologic studies of cer- 
vical smears: The technic of von Bertalanffy for 
fluorochroming smears of the uterine cervix is being 
applied to samples from the hospital, maternity hos- 
pital, and outpatient clinic. The work, which repre- 
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sents a cooperative effort of the research department 
and Dr. Anthony E. Marguglio, a Mead Johnson 
Fellow in Surgery, makes possible a study of appli- 
cations of department fluorochroming technics to a 
clinical study. It is thought that limitation of such 
studies to the one fluorochrome used by von Berta- 
lanffy is good for uniformity, but that the potential 
of other fluorochromes or fluorochrome combina- 
~~ “4 specific intracellular differentiation must be 
studied. 


An evaluation of the 
acridine orange cytologic 
screening technic 


Thomas Vigorito, B.S.,* and M. Sydney Boaz, B.S.+ 
Kansas City College of Osteopathy and Surgery 
Kansas City, Missouri 


The recently accepted rapid cytologic technic utiliz- 
ing the fluorochrome acridine orange has raised more 
problems than it has solved. Clinical application of 
the technic is contingent on several presuppositions: 
1. Acridine orange will stain desoxyribonucleic acid 
(DNA) green, and ribonucleic acid (RNA) red; 2. 
the earliest discernible biologic alteration in a ma- 
lignant lesion is an increase in cytoplasmic RNA; 3. 
nonprofessional personnel (laboratory technicians) 
could be adequately trained to interpret the test. 

It was decided in our laboratory that the proposed 
mechanisms of this technic were so nebulous as to 
warrant further examination. In conjunction with 
Dr. A. E. Marguglio, Mead Johnson Fellow in Sur- 
gery, an evaluation procedure was conceived. Our 
plan was 1. to apply the acridine orange technic 
clinically, in all the routine cervical cytology smears 
obtained in the College Hospitals and the College 
Clinics; 2. to ascertain the nature of RNA constitu- 
ents in normal and abnormal cervical epithelia, by 
means of paper electrophoresis, microquantitative 
estimations, and ribonuclease extractions; and 3. to 
use more conventional stains for cellular differentia- 
tion (the Papanicolaou stain) and for DNA-RNA 
differentiation (the Pappenheim stain) in a double- 
blind experiment. This procedure has been carried 
out, and the results in 1,000 consecutive cases are 
now reported. The results of the study may be sum- 
marized as follows: The acridine orange technic is 
a valid screening device in view of its relative inex- 
pensiveness and rapidity; however, the technic pro- 
duces mediocre cytologic detail in comparison with 
either the Papanicolaou or Pappenheim stain, and 
the concept of selective color differentiation by acri- 
dine orange on the basis of relative RNA-DNA con- 
tent is not entirely accurate. 


*U.S. Public Health Service Student Research Fellow, senior. 
+This paper was presented by Mr. Boaz, also a senior student. 
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Changes in bromsulfalein clearance 
from blood during segmentally 
applied cold stimulation 


M. E. Waldron® 

Department of Physiology and Pharmacology 
Chicago College of Osteopathy 

Chicago, Illinois 


The determination of bromsulfalein (BSP) clearance 
from the blood has been used as a pilot study of the 
nervous control of liver function. According to Kuntz 
the function of neural pathways related to hepatic 
activity is unknown. The findings of Hix on func- 
tional renal reflexes suggested an experimental basis 
for this study, and his technic of cold application has 
been used to investigate the somatovisceral reflex 
influence on liver function. 

Two trained and unanesthetized dogs under mild 
restraint were heparinized and the BSP clearance 
rates were determined during cold stimulus. A cold 
stimulator, cooled to 1.5 to 6.0 C., was applied to 
dermatomes related segmentally to the liver. Clear- 
ance rates were determined from photometrically 
measured BSP concentrations in serial blood samples 
taken at 45- to 60-second intervals after a 5-mg./kg. 
dose of BSP was administered. Control BSP clear- 
ance rates were determined an hour before and an 
hour after cold stimulus. Five experiments were 
carried out with each animal. 

Three experiments on one animal showed a de- 
crease from control values in BSP clearance rates 
during cold stimulus, denoted by an 8 to 23 per cent 
increase in time required to reduce the BSP blood 
level to half the original value. The other animal in 
one experiment showed a 15 per cent increase over 
control values in time required to reduce the BSP 
blood level to half its original value. Cold applica- 
tion during this experiment was maintained at 1.5 
C., while during other experiments on this dog it 
was never below 5.0 C., indicating the possible im- 
portance of stimulus intensity as an experimental 
factor. 

The probability that these results represent true 
liver function changes is supported by the marked 
similarity between control BSP clearance rates and 
earlier normal clearance rates determined on these 
dogs. The control rates are also similar to results of 
other investigators. The magnitude of decreased 
BSP clearance due to reflex stimulus is less than that 
reported in studies of liver disease but greater than 
variations in control or normal values obtained in 
these two animals. The magnitude of change is also 
similar to that observed by Hix for renal clearance, 
and by Wilkins for cardiac output during somatic 
stimulation. 

This study indicates that further investigation of 
somatic influence on hepatic activity is feasible. Di- 


*Assisted by a Student Fellowship in Basic Sciences from the Chicago 
College of Osteopathy, 1957-1959. 
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rect reflex pathways have been considered as a pos- 
sible explanation for BSP clearance rate changes ob- 
served during cold stimulus; however, additional 
evidence is needed to identify suth pathways and to 
rule out possible humoral influences. These results 
indicate that somatic stimulation reduces the rate of 
BSP clearance from blood by the liver. 


A method of bioassay for extracts 
of Catalpa speciosa* 


Thomas Grady Wygant+ 

Department of Physiology and Pharmacology 
Chicago College of Osteopathy 

Chicago, Illinois 


Several methods are currently in use for measuring 
the fungistatic activity of crude and purified com- 
pounds; the majority, however, require elaborate and 
tedious technics and involve various degrees of 
error. In order to further the clarification of the 
antimycotic properties of extracts of Catalpa speci- 
osa, it became necessary to develop a simple and 
reliable method for bioassay of antimycotic activity. 
One method for such measurement utilizes the spec- 
trophotometer, whereby the intensity of light trans- 
mitted by a turbid solution is related to the number 
of opaque particles present in the solution. This 
study established the fact that a relationship exists 
between the cell count of a growth medium and the 
intensity of light transmitted by the medium. The 
technic was then tentatively applied to the determi- 
nation of antifungal potency of the C. speciosa ex- 
tract. 

Growth tubes containing mycologic broth (Difco) 
were inoculated with a known quantity of Candida 
albicans. The cell concentrations of these cultures 
were estimated by light transmission with the Cole- 
man Spec-20 photometer at intervals over a 35-hour 
period. At the time of photometric measurement, 
cell counts were made by the hemocytometer tech- 
nic for counting accurately diluted samples. This 
procedure was then repeated with and without in- 
hibitor substance in the growth medium. 

Comparison of cell counts with photometric meas- 
urements revealed that a linear relationship exists 
between the cell count of the number of organisms 
and the turbidity of the growth medium. Using the 
phototurbidometric technic it was found in a series 
of four experiments that cell growth decreased with 
increasing concentrations of C. speciosa extract. The 
fungistatic property was clearly indicated by the in- 
hibition of growth at high concentrations of the ex- 
tract, and the slight or undetectable variation from 
control growth when the concentration was de- 
creased. These studies show that photometric meas- 
urement of antifungal activity is at least as accurate 
as other methods currently in use, and is much more 
convenient, 


®Supported by a Training Grant from the National Institutes of Health. 
+National Institutes of Health Part-Time Medical Student Research Fel- 
low. 
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Serum determinations in the 
detection of asymptomatic rheumatic fever 
in pediatric patients* 


Edward Leo McGovern 

Department of Physiology and Pharmacology 
Chicago College of Osteopathy 

Chicago, Illinois 


It has been estimated that more than half the cases 
of rheumatic fever remain undiagnosed. This sug- 
gests the necessity of developing an accurate screen- 
ing test that can be used by physicians in private 
practice for evaluating possible cases of rheumatic 
fever. 

Grossman and other authorities in the field of car- 
diology state that myocarditis of some degree is 
found in every case of acute rheumatic fever. If this 
is true, enzymes occurring in high concentration in 
myocardial cells should be present in increased titer 
during the acute episode of the disease. Glutamic 
oxaloacetic transaminase and lactic dehydrogenase 
are two enzymes known to be in high concentration 
in the myocardial cells, and we are currently de- 
termining the serum levels of both enzymes in our 
hospital patients between the ages of 5 and 15. In 
addition, LaRabida Rheumatic Fever Sanitarium is 
furnishing blood serums and information on their 
patients, to assist the study. In both situations the 
serum findings in the two enzyme tests are being 
compared with the clinical findings reported by at- 
tending physicians and sanitarium staff members. 

In our hospital, of 22 cases studied to date, 4 have 
demonstrated increased levels of both serum glutam- 
ic oxaloacetic transaminase (SGOT) and serum lac- 
tic dehydrogenase (SLD). These elevated levels 
were found in cases of acute tissue damage and 
acute infection, one of the infections being rheu- 
matic fever. In 3 cases with an elevation in SLD 
only, the increased levels were attributed to other 
types of tissue damage than those associated with 
rheumatic fever There were no cases of increase in 
SGOT only. 

The low incidence of acute rheumatic fever among 
patients admitted to our hospital was the basis for 
our seeking additional information from outside. 
The cases from LaRabida Sanitarium will aid in de- 
termining the feasibility of the tests for diagnosing 
acute rheumatic fever. To date the study indicates 
that both tests are quite sensitive to cellular damage. 
It is evident that these enzymes are increased in 
conditions other than rheumatic fever, but that false- 
positive results are readily ruled out by careful eval- 
uation of the patient’s case. The SGOT and SLD 
both reach maximum serum concentrations about 36 
hours after the acute onset of the disease; however, 
SLD remains elevated for 6 to 11 days, while SGOT 
levels return to normal on about the fifth day. The 
*Supported American Osteopathic Association Pilot Study Grant #T- 


1517, National Institutes of Health Part-Time Student Research Train- 
ing Grant, and assistance from the Cardiac Teaching Grant. 
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combination of these two tests promises to be of 
more value than either alone as a means of detecting 
myocardial damage associated with acute asympto- 
matic rheumatic fever. 


A new tool for quantitative 
measurement of oxygen tension* 


Albert F. Kelso, Ph.D, 

Department of Physiology and Pharmacology 
Chicago College of Osteopathy 

Chicago, Illinois 


The methods available for estimating tissue oxygen 
tension lack the desirable characteristics of rapid 
response and quantitative measurement. The oldest 
method, gas-bubble equilibration and analysis of 
oxygen concentration, is slow and associated with 
sufficient change in the tissues to make the estimated 
values questionable. The use of venous oxygen ten- 
sion to represent tissue oxygen tension is limited by 
the degree to which it represents functional tissue 
blood perfusion. Calculated values for tissue oxygen 
tension using measured arterial and venous oxygen 
tensions and tissue perfusion rate is limited by the 
number of analyses which can be performed. The 
most useful tools, polarographic oxygen electrodes, 
are limited to qualitative changes in tissue oxygen 
tension, since they cannot be calibrated for tissue 
conditions. 

A modified polarographic instrument and elec- 
trode has been developed which can be standardized 
and calibrated by room air. The calibration is the 
same for use in solution and presumably in tissue. 
An isolated electrolysis cell, such as originally used 
for measuring blood oxygen tension by Clark, is the 
essential element in the measuring system. A thin 
teflon membrane, permeable to gases but impermea- 
ble to water, ionized substances, and large molecules, 
separates the electrolysis cell from the environment 
being measured. The volume within the electrolysis 
cell is kept small in relation to the area of the teflon 
membrane, in order to insure rapid oxygen equi- 
librium between the environment and the electrode. 
The polarographic circuit differs from conventional 
polarographic circuits in two respects: 1. The po- 
larizing current is determined by the size of the 
electrolysis cell, and must be ended before oxygen 
consumption by electrolysis utilizes oxygen from 
outside the teflon membrane. 2. Since much of the 
current in the initial period of polarization is not 
related to electrolysis of oxygen, a feedback circuit 
is incorporated into the circuit. The feedback re- 
solves the total current into a polarographic oxygen 
current by cancelling the capacitance current due to 
charging the electrode surfaces and the capacitance 
of the electrode leads. 

Tests of electrodes several millimeters in diameter 
*Supported by funds from the Madison District of the Wisconsin Os- 
teopathic Association of Physicians and Surgeons, the Bureau of Re- 


search of the American Osteopathic Association, and the Osteopathic 
Progress Fund. 
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have indicated that the resolved current is propor- 
tional to the oxygen concentration of the electrode 
environment. The resolved current is linearly pro- 

rtional to concentration of oxygen and independ- 
ent of movement of the gas or solution outside the 
electrode. These electrodes had a resolved current 
in solution which was within 5 per cent of the cur- 
rent obtained in measurements made in the gas 
phase with which the solution was equilibrated. 
With a platinum cathode the recovery time for the 
electrode was about 1 minute; however, several oxy- 
gen electrolysis systems have been tested, and the 
recovery time with these electrodes is less than 10 
seconds. 

Smaller electrodes are feasible if thin teflon mem- 
branes and electronic amplification of the resolved 
current are used. An electrode 0.5 mm. in diameter 
and 5 mm. in length is currently being developed. 
This electrode is small enough to cause minimal tis- 
sue reactive error during the measurement of tissue 
oxygen tension. 


The problem of Chiari’s network 


A. R. Dzmura, S. D. Miroyiannis, D.O., 

and E. V. Enzmann, Ph.D. 

College of Osteopathic Medicine and Surgery 
Des Moines, Iowa 


Routine studies of cadaveric hearts in the Depart- 
ment of Gross Anatomy at this institution have 
revealed that the variations in the venous valve rem- 
nants in the right atrium correspond to Yater’s cate- 
gories. In addition to the usual variations, two Chiari’s 
networks were found. The networks stretched from 
the Eustachian and Thebesian valves to the crista 
terminalis; in one of the hearts, the network had a 
curious fenestrated membrane in its middle portion, 
which was twisted upon itself and apparently 
flopped freely in the right atrium. 


Photographs by E. Lynn Baldwin 


Fig. |. Chiari's network, case no. |. A, attachment of network to 
crista terminalis; B, eustachian valve; C, network over the coronary 
sinus; D, limbus fossa ovalis; E, cut rim of inferior vena cava. 
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Fig. 2. Chiari's network, case no. 2. A, attachment to crista ter- 
minalis; B, eustachian valve; C, twisted, fenestrated membrane; 
D, musculi pectinati. 


This discussion is concerned with the possible re- 
lationship between this controversial network and 
pathologic cardiac changes, production of thrombi 
and emboli, the paradoxical prevention of fatal pul- 
monary embolism, obstruction to the flow of blood 
contributing to the degree of failure, production of 
a murmur, and the basis for nidation of bacteria and 
their multiplication; of interest also are the possible 
consequences of passing a cardiac catheter through 
this network. 

The problem of Chiari’s network is unsolved. A 
plan of attack has been adopted and research will 
continue. 


Observations on the functional 
basis for regional differences in 
electrical skin resistance* 


P. E. Thomas, B.S., D.O. 
Physiology Department 


Kirksville College of Osteopathy and Surgery 
Kirksville, Missouri 


Measurements of the electrical skin resistance on in- 
dividuals at moderate temperatures (no visible 
sweating) have revealed that localized or regional 
areas of low resistance in the general background of 
high resistance are present on the dorsal trunk skin 
of most individuals examined. The low resistance 
areas (LRAs) in many individuals were found to be 
segmentally related to pathologic disturbances of 
visceral and musculoskeletal tissues. Experimental 
musculoskeletal irritation could introduce new LRAs 
or exaggerate those already present. LRAs were also 
shown to give exaggerated responses to generalized 
thermoregulatory or psychic stresses, and to local in- 
jections of neurohumoral agents (acetylcholine and 
epinephrinc). These results indicate that LRAs are 


*Supported in part by a grant from the Bureau of Research of the 
American Osteopathic Association. 4 
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localized regions supplied by sympathetic sudomotor 
fibers carrying more impulse traffic than similar 
nerve fibers in high resistance areas. 

The findings suggest that the occurrence of such 
exaggerated localized or regional activity in vasomo- 
tor and other sympathetic fibers might have signifi- 
cant clinical implications. 


The capacitance electrode technic for 
the measurement of nerve impulses 


W. Fein, B.S.,* and N. Rodman, M.S. 
College of Osteopathic Physicians and Surgeons 
Los Angeles, California 


The capacitance electrode technic was developed in 
an effort to avoid the physical damage to nerves 
caused by conventional micro-electrodes and to over- 
come the disadvantages of skin electrodes. This new 
technic consists of surrounding the nerve with metal 
foil electrodes completely insulated from the tissues; 
the signal generated at the nerve is picked up by the 
metal foil electrode by the process of electrostatic 
induction. 

Information obtained by the use of this technic 
has been compared with the results of experiments 
using conventional electrodes as described in the 
literature. The new electrode is the first of a series 
that may result in the development of a nerve-wire 
link with no leads penetrating the surface of the skin. 


Lumbar facet study and 
electromyographic studies 
of paraspinal muscle 


Robert Ho., B.A., D.O. 

The Biomechanics Laboratory 

Kirksville College of Osteopathy and Surgery 
Kirksville, Missouri 


In our previous study of lumbar facets,’ young adults 
were used as subjects. It was inferred that the asym- 
metries and variations in lumbar facet anatomy in 
these subjects could be understood primarily as 
°Mr. Fein, who presented the paper was the recipient of a United 


States Public Health Part-Time Student Research Fellowship, 1958 and 
1959. 
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adaptations to static and kinetic forces associated 
with the upright stance. It was hypothesized that in 
subjects who had assumed the upright posture little 
or not at all, the lumbar facets would reflect pri- 
marily genetic or hereditary influences in their anat- 
omy. Since initial attempts to observe the lumbar 
facets in infant cadavers by means of radiography 
and dissection have not been successful, this ap- 
proach has been discontinued at least for the pres- 
ent. Instead, analysis will be made of the radiographs 
secured by Dr. W. M. Pearson in 12,000 children 
between 5 and 10 years of age. Comparisons wil] 
be made between these observations and those from 
the previous study involving young adults. 

Changes in paraspinal muscular activity in re- 
sponse to musculoskeletal asymmetries or defects in 
the experimental animal (dog) are being studied by 
Denslow, Gutensohn, Chace, and Ho. Denslow has 
observed that digital pressure over the spinous proc- 
ess of T10-11 in dogs invariably results in twitching 
of the panniculus muscle in the skin. This muscle 
has segmental innervation of which T10-11 is a 
part. It is Denslow’s supposition that T10-11 may 
be a relatively irritable area of the dog’s spine, pos- 
sibly due to mechanical reasons. Preliminary obser- 
vations do indicate that T10-11 is comparatively 
more sensitive than other levels. Surgical shortening 
of a femur by one-fourth inch was effected by Chace 
and Ho in a dog. Any changes in paraspinal tissue 
irritability before the operation and sometime after 
recovery from surgery will be observed. 


1. Ho, R. W. H., and Chace, J. A.: Lumbar facet study. J. Am. 
Osteop. A. 59:257-264, Dec. 1959. 


Additional titles 


The effects of lesions of the septal nuclei upon be- 
havior in rats. Lawrence E. Jacobson, Student Fel- 
low, Department of Physiology, Chicago College of 
Osteopathy, Chicago, Illinois. 

Recent research activities. Philip J. Rasch, Ph.D., 
College of Osteopathy and Surgery, Los Angeles, 
California. 

The effect of DNP on the induction of and recov- 
ery from anesthetic hypothermia. Shannon C. Allen, 
Ph.D., and Edward L. McGovern (Student Fellow), 
Department of Physiology and Pharmacology, Chi- 
cago College of Osteopathy, Chicago, Illinois. 


This section is published monthly to inform the practicing physician about new drug products and medical equipment made avail- 
able on the market. It is a reference section prepared by Tue Journat from descriptive material furnished by ethical manufac- 
turers. The American Osteopathic Association does not necessarily advocate the use of these products nor disapprove any 
product not included. The purpose of the section is to provide trustworthy information in a convenient form. 


ALPHOSYL® LOTION 


Chemistry * Alphosyl lotion for 
psoriasis is a combination of allan- 
toin, 2 per cent, and coal tar ex- 
tract, 5 per cent, in a greaseless, 
stainless vanishing base. Alphosyl 
HC lotion contains, in addition, 
0.25 per cent hydrocortisone. 


Pharmacodynamics Applied di- 
rectly to the lesions of psoriasis, 
Alphosyl lotion aids in removing 
scales through a keratin-dispersing 
action, reduces underlying inflam- 
mation, and stimulates healing. 
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Alphosyl HC is specifically de- 
signed for the treatment of the 
acute, inflammatory phases of pso- 
riasis. The synergism of coal tar 
with hydrocortisone and with al- 
lantoin assures optimum benefit 
and minimum danger of adverse 
side effects or development of 
treatment-fastness. 


Toxicology * Alphosyl is nontoxic, 
and no instances of irritation have 
been observed in any case of pso- 
riasis. Treatment-fastness or toler- 
ance to the medication has not 
been observed. Alphosyl avoids 
the potential hazards associated 
with arsenicals, mercurials, and 
x-ray treatment. 


Indications * Alphosyl is specifi- 
cally indicated for psoriasis. Suc- 
cessful responses have been re- 
ported in both early and chronic 
cases, including cases with lesions 
covering extensive areas of the 
body and scalp, cases of many 
years’ duration, and cases involv- 
ing tender areas such as the ano- 
genital and submammary regions. 


Dosage schedule * The lotion is 


rubbed into lesions 2 to 4 times 
daily until control is achieved, then 
once a day for maintenance. Where 
heavy scaling or crusting occurs, 
the usual bath to soften and facili- 
tate removal of scale is recom- 
mended before applying lotion. 
Residual redness and pigmentation 
may remain for several months but 
will eventually disappear. Exces- 
sive scaling and drying occurring 
during treatment is indicative of 
the initial phase of healing; pa- 
tients should be advised of this 
and encouraged to continue treat- 
ment. 


How supplied Alphosyl lotion, 
bottles of 8 fl. oz.; Alphosyl HC lo- 
tion, bottles of 4 fl. oz. 


Manufacturer * Reed & Carnrick, 
Kenilworth, New Jersey. 


References ¢ Bleiberg, J., and 
Saltzman, J. A., Clin. Med. 5:485, 
1958. Welsh, A. L., and Ede, M., 
Ohio State M. J., June 1959. Flesh, 
P., Clyman, S. G., Samitz, M. H., 
and Bleiberg, J., reports before the 
New York Academy of Science, 
May 9, 1958. 
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ELIPTEN® 


Chemistry * Elipten is a brand of 
amino-glutethimide, which has the 
chemical formula alpha-(p-amino- 
pheny] )-alpha-ethyl-glutarimide. 


Pharmacodynamics ¢ Elipten is 
an analog of Doriden (glutethi- 
mide), a nonbarbiturate sedative 
with inherent anticonvulsant qual- 
ities. In Elipten the anticonvulsant 
properties are enhanced and the 
sedative properties reduced. The 
drug has been found effective in 
about 5,000 cases of epilepsy. In 
certain instances Elipten has dem- 
onstrated the ability to normalize 
the electroencephalogram, control 
status epilepticus, and favorably 
affect the psyche. When combined 
with other anticonvulsant agents, 
Elipten enhances effectiveness, re- 
duces dosage, and minimizes toxic 
effects. The drug’s “alerting” ef- 
fect has been noted especially in 
children with convulsive disorders, 
who appear to be easier to manage 
and more adaptable socially, and 
to learn more readily. 


Toxicology * Elipten is nontoxic 
in comparison with other anticon- 
vulsant agents. The most trouble- 
some side effect is a skin rash; 


reports on the incidence of this re- 
action, however, have varied con- 
siderably. The rash resembles that 
of German measles, and rarely lasts 
more than 5 to 8 days, regardless 
of any change in dosage of the 
drug. Sedation, ataxia, and mental 
confusion have been reported in- 
frequently, usually with dosages 
exceeding 1,500 mg. per day. Nau- 
sea, gastric discomfort, headache, 
anorexia, weakness, flushing of the 
face, and behavior difficulties have 
been reported in a few instances. 
Transient leukopenia was noted in 
5 cases; the condition cleared rap- 
idly when Elipten was discontin- 
ued. It is suggested that patients 
taking Elipten be followed by com- 
plete blood counts at monthly in- 
tervals during the first few months 
of therapy. There have been no 
reports of hepatic toxicity, blood 
or urinary abnormalities, or drug- 
resistance in connection with this 
anticonvulsant agent. 


Indications * Elipten is indicated 
for the treatment of most types of 
convulsive seizures, particularly 
petit mal, grand mal, and psycho- 
motor and myoclonic seizures. The 
addition of Elipten to the treat- 
ment regimen of other anticonvul- 
sants permits reduction in dosage 


of the latter. Severity and incidence 
of side effects of other anticonvul- 
sants and sedatives may be signifi- 
cantly reduced; patients often are 
more alert. 


Contraindications * Extreme cau- 
tion should be exercised when 
Elipten administration is continued 
following the appearance of a skin 
rash in patients with a definite his- 
tory of allergy. Elipten should be 
discontinued if a rash has not 
cleared within 5 to 8 days regard- 
less of whether there is a history 
of allergy. 


Dosage schedule * The dosage of 
Elipten, either alone or in com- 
bination with other drugs, must be 
individualized for each patient. It 
is recommended for adults that the 
dose be started at 125 to 250 mg. 
once daily, and increased by 125 to 
250 mg. every 3 to 5 days until a 
therapeutic level has been reached. 
The average therapeutic dosage of 
Elipten is one 250-mg. tablet three 
If the patient has 
been receiving other anticonvulsant 
drugs, the dosage of these may 
gradually be reduced after the dos- 
age of Elipten has reached 750 to 
1,000 mg. per day. At no time 
should any anticonvulsant drug be 


times a day. 


abruptly withdrawn. Children un- 
der 2 years of age may be started 
on a dose of 62.5 mg. of Elipten 
once daily, the amount being in- 
creased by 62.5 mg. every 3 to 5 
days until therapeutic dosage is 
reached. The average therapeutic 
daily dosage of Elipten for this 
age group has been 375 mg. per 
day. Children over 2 may be start- 
ed on 125 mg. of Elipten once 
daily, with a gradual increase to 
therapeutic dosage, which is usual- 
ly about 750 mg. in this age group. 


How supplied ¢ Elipten Tablets, 
250 mg. (white, scored); bottles of 
100. 


Manufacturer * CIBA, Summit, 
New Jersey. 


References ¢ Gross, F., and others, 
Verhandl. Naturf. Gesellsch. 67: 
479, 1956. Lambros, V. S., Dis. 
Nerv. System 19:349, 1958. Carter, 
C. H., Dis. Nerv. System 21:50, 
1960. Niswander, G. D., and Kara- 
can, I., Am. J. Psychiat. 116:260, 
1959. Monroe, W. D., McDermott, 
M. V., Goldman, D., and Kozlow- 
ski, V. L., Separate clinical reports 
to CIBA. Meyer, J. S., Med. Times 
87:743, 1959. Turton, E. C., In 
press. Fabisch, W., J. Ment. Sc. 
105:448, 1959. 
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SPOROSTACIN® 


Source ¢ Synthetic organic com- 
pound with fungicidal activity. 


Chemistry * Sporostacin is a brand 
of chlordantoin, 5-(1-ethylamyl)- 
3-trichloromethylthiohydantoin, 
which is a white, crystalline, odor- 
less powder with a melting point 
of 121-123 C. Sporostacin chlor- 
dantoin vaginal cream has _ re- 
mained stable for more than a year 
and a half at room temperature. 
The cream contains as an active 
ingredient 1 per cent chlordantoin. 


Pharmacodynamics ‘$porostacin 
is topically applied; no oral dosage 
form is at present available or 
contemplated. Assay studies have 
shown chlordantoin to be a potent 
antifungal agent with some anti- 
bacterial activity. It is especially 
effective against Candida albicans; 
it is. not effective against the proto- 


The 
fungicidal activity of chlordantoin 
apparently results from a unique 
chemical structure which facili- 
tates penetration of the fatty bar- 
rier of the fungous cell membrane. 
Clinical reports have stressed the 
rapidity of relief achieved by 


zoan Trichomonas vaginalis. 


Sporostacin vaginal cream in pa- 
tients with moniliasis. In the ma- 
jority of patients a single course 
of treatment has resulted in cure. 
The cream is odorless, white, and 
nonstaining; the degree of patient 
acceptance, therefore, is very high. 


Toxicology * Sporostacin is non- 
toxic, and the side effects reported 
have been minimal, consisting 
usually of transient local irritation 
or slight burning sensation. 


Indications ¢ Sporostacin is rec- 
ommended for the treatment of 
fungous infections of the vulvo- 
vaginal area, particularly monili- 


asis (candidiasis), and in monilial 


overgrowth occurring during and 
after antibiotic therapy. 


Dosage schedule * Sporostacin 
chlordantoin cream is applied to 
the affected area once or twice 
daily. In vulvovaginal infections, 
the usual regimen is one applica- 
torful intravaginally twice a day 
for 14 days. Culture of vaginal se- 
cretions on Nickerson’s medium is 
recommended both for the initial 
diagnosis and as a guide to termi- 
nation of therapy. Treatment 
should be continued until cultures 
are negative. 


How supplied ¢ Sporostacin is 
available in tubes of 95 gm., with 
or without applicator. 


Manufacturer ¢ Ortho Pharma- 
ceutical Corporation, Raritan, New 
Jersey. 


Reference *¢ Lapan, B., Am. J. 
Obst. & Gynec. 78:1320, 1959. 


FORTESPAN* 


Chemistry * Fortespan is a multi- 
vitamin preparation. Each capsule 
contains the following vitamins in 
sustained-release form: 6 mg. 
Thiamine mononitrate (B,), 6 mg. 
riboflavin (B, as the phosphate), 
6 mg. pyridoxine hydrochloride 
(B,), 6 meg. vitamin (cyano- 
cobalamin), 60 mg. nicotinamide, 
6 mg. pantothenic acid (as dl- 
panthenol), and 150 mg. ascorbic 
acid (C). Each capsule also con- 
tains the fat-soluble vitamins A 
(15,000 U.S.P. units) and D (1,000 
U.S.P. units), which are easily ab- 
sorbed and stored and thus are not 
in sustained-release form. 


Pharmacodynamics * The tissues 
of the body, especially vitamin- 
deficient tissues, require the avail- 
ability on demand of essential 
vitamins; however, the tissues can- 
not store most of the essential 
water-soluble vitamins and can 
utilize only small amounts at any 
one time. Sustained-release cap- 
sules provide a continuous supply 
of vitamins over a period of 10 to 
12 hours, thus meeting the nutri- 
tionists’ recommendations for mul- 
tiple daily doses of vitamins but 
with the convenience of a single 
dose. Controlled studies with For- 


tespan capsules have demonstrated 
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the prolonged availability of the 
water-soluble vitamins, the ab- 
sence of an initial “flooding” effect 
such as occurs with conventional 
vitamin preparations, and the 
availability of significant amounts 
of the vitamins at the end of 12 
hours. 


Indications ¢ Fortespan is recom- 
mended for conditions such as 
malnutrition, geriatric vitamin de- 
ficiency, vitamin deficiency in 
“problem eaters,” malabsorptive 
syndrome, postsurgical conditions, 
convalescence from infectious dis- 
ease, convalescence from traumatic 
conditions such as burns or frac- 
tures, chronic disease states (such 
as liver and kidney disease), vita- 
min deficiencies due to special 
diets, pregnancy, postnatal vitamin 
deficiency, pediatric and adoles- 
cent vitamin deficiency. 


Dosage schedule * Most cases re- 
quire only one Fortespan capsule 
daily for the treatment of vitamin 
deficiencies. Fortespan may of 
course be used prophylactically for 
the prevention of vitamin deficien- 
cies. 


How supplied ¢ Bottles of 30 and 
100 capsules. 


Manufacturer ¢ Smith Kline & 
French Laboratories, Philadelphia 


1, Pennsylvania. ° Trademark 
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PHARYCIDIN 


Chemistry * Each teaspoonful of 
Pharycidin concentrate, a new 
contains 870 
mg. choline salicylate (equivalent 
to 10 grains of aspirin) and 15 mg. 
of cetyldimethylbenzylammonium 
chloride. Choline salicylate is the 
salt of choline base and salicylic 
acid. 


throat medication, 


Its aqueous solutions are 
stable and do not liberate free sali- 
cylic acid or choline on standing; 
the pH is approximately neutral 
because of the inherent buffering 
action of the choline ion. Cetyl- 
dimethylbenzylammonium chloride 
is a quaternary ammonium com- 
pound, classed as a surface-active 
agent, which reduces the surface 
tension of the gargle solution as 
well as contributing antibacterial 
effect. 


_ Pharmacodynamics ¢ Pharycidin 
concentrate is an analgesic, anti- 
pyretic, anti-inflammatory agent 
which can be tolerated without the 
addition of buffers. The drug has 
three basic actions: topical anal- 
gesia of both oropharynx and hy- 
popharynx, since the medication is 
gargled and swallowed; rapid and 
sustained systemic analgesia, ther- 
apeutic blood levels being reached 
in about 10 minutes; antibacterial 
action enhanced by mycolysis. 


Toxicology * Pharycidin is non- 
toxic, nonsensitizing, and produces 
no corrosive or irritative tissue re- 
action. Reports have indicated ex- 
cellent patient acceptance and clin- 


ical usefulness of this gargle 
solution. 


Indications * Pharycidin is recom- 
mended for use in sore throat due 
to infections of the pharynx and 
its lymphoid structures, irritation 
due to postnasal drip, pharyngitis 
due to chronic purulent postnasal 
discharge, “smoker’s throat,” post- 
tonsillectomy care, and daily oral 
hygiene. 


Dosage schedule * To obtain the 
optimal therapeutic value of 
Pharycidin it is recommended that 
it be used as follows: A solution 
of 1 teaspoonful of Pharycidin in 
% glass of warm water may be 
gargled for local analgesic and 
germicidal effect; then, if systemic 
malaise and/or fever are present, 
1 teaspoonful of undiluted Pharyci- 
din may be swallowed to assure 
treatment of the entire pharyngeal 
area and for rapid, prolonged sys- 
temic analgesia and antipyretic 
activity. Undiluted Pharycidin may 
also be administered as a throat 
spray, by means of an atomizer. 


How supplied * Pharycidin con- 
centrate is available in 4-oz. and 
8-oz. bottles. 


Manufacturer * The Purdue Fred- 
erick Company, 135 Christopher 
St., New York 14, New York. 


References * Broh-Kahn, R. H., 
Federation Proc. 18:17, 1959. Wolf, 
J., and Aboody, R., Federation 
Proc. 18:605, 1959. Clinical Inves- 
tigational Reports, Purdue Fred- 
erick Medical Department, 1959. 
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POLYBRENE® 


Chemistry * Polybrene is a poly- 
meric quaternary ammonium salt, 
1,5-dimethyl-1,5-diazaundecameth- 
ylene polymethobromide. Its gen- 
eric name is hexadimethrine bro- 
mide. 


Pharmacodynamics ¢ Polybrene is 
an antiheparin agent which pre- 
sumably neutralizes by precipita- 
tion the strong electronegative 
charge of heparin, at present con- 
sidered the basis for heparin’s anti- 
coagulant action. 


Toxicology * When used as rec- 
ommended, the drug produces no 
toxic reactions and few side effects. 
The infrequent side effects that 
have been reported have been as- 
cribed to transient hypotension 
which followed excessive dosage 
or too rapid administration of the 
drug. 


Indications * Polybrene is indi- 
cated wherever heparin is to be 
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neutralized—for example, after 
cardiac surgery involving extra- 
corporeal circulation, after acci- 
dental overdosage of heparin, when 
emergency surgery is necessary 
for a patient on heparin therapy, 
and when trauma causes hemor- 
rhage in such a patient. At the 
recommended dosage, hypoten- 
sive side effects are extremely rare, 
and Polybrene’s duration of effect 
avoids heparin rebound. 


Contraindications * Although not 
specifically contraindicated in 
cases of impaired cardiovascular 
or respiratory function, special care 
should be taken in the administra- 
tion of Polybrene to such patients; 
particularly, the recommended 
concentration and speed of admin- 
istration of the Polybrene solution 
should not be exceeded. 


Dosage schedule * The recom- 
mended dose is 1 mg. of Polybrene 
for each 100 U.S.P. units of hepa- 
rin. If one dose of this amount 
proves insufficient, the same dose 


may be repeated. It is suggested 


that the required quantity of Poly- 
brene solution be diluted with iso- 
tonic saline or 5 per cent dextrose 
solution in water to give a final 
concentration of 1 mg. Polybrene in 
1 ml. of solution. It is recom- 
mended that each dose be given 
slowly over a period of 10 to 15 


minutes. 


How supplied ¢ Polybrene is sup- 
plied in an isotonic aqueous solu- 
tion containing 10 mg./ml., in 10- 
ml. ampoules. 


Manufacturer * Abbott Laborato- 
ries, North Chicago, Illinois. 


References * Preston, F. W., Proc. 
Cent. Soc. Clin. Res. 25:63, 1952; 
J. Lab. & Clin. Med. 40:927, 1952. 
Preston, F. W., and Parker, R. P., 
A.M.A. Arch. Surg. 66:545, 1953. 
Preston, F. W., Hohf, R., and Trip- 
pel, O., Quart. Bull. Northwestern 
Univ. Med. School 30:138, 1956. 
Weiss, W. A., and others, J. Am. 
M. A. 166:603, 1958. Kimura, E. 
T., and others, Toxicology and Ap- 
plied Pharmacology 1:185, 1959. 
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GURRENT LITERATURE 


Lesions of the cardiac end of the 
stomach simulating carcinoma 


P Several errors in diagnosis prompted this re- 
view by George T. Wohl, M.D., and Leah Shore, 
M.D., in The American Journal of Roentgenology, 
Radium Therapy, and Nuclear Medicine, December 
1959. Because of the difficulty of adequately demon- 
strating the cardiac end of the stomach, the diagno- 
sis of carcinoma in this site is a challenge to the ra- 
diologist. It is necessary that we have a clear un- 
derstanding of normal variations in the area as well 
as knowledge of the many lesions that may simulate 
neoplasm. 

Both the liver and spleen may normally flatten 
the usually rounded contour of the cardiac end of 
the stomach, to a variable degree. Enlarged lymph 
nodes in the area can simulate the normal left lobe 
of the liver, presenting a problem in differential di- 
agnosis. The distance between the superior margin 
of the diaphragm and that of the air-distended car- 
diac end of the stomach, with the patient erect, is 
also important in differential diagnosis. Increase in 
this space could be due to pathologic changes, but 
may also be the result of incomplete distention of 
the stomach; therefore it is essential that an exposure 
of the air-distended cardiac end of the stomach in 
the erect position be part of every routine examina- 
tion. The air swallowed during ingestion of the bar- 
ium meal is usually sufficient for distention, but more 
may be introduced if necessary, by relatively sim- 
ple means. 

Lesions simulating carcinoma may be divided into 
three groups: (1) normal variants of gastric anat- 
omy; (2) intrinsic gastric lesions of a nonmalignant 
nature; and (3) pressure deformities from external 
sources simulating abnormal intragastric lesions. 
Among the intrinsic lesions, those most commonly 
causing concern are giant rugae, gastric varices, be- 
nign tumors, diverticula, postoperative deformities, 
intussusception of the esophagus into the stomach, 
and benign ulcers. Extrinsic lesions are less com- 
monly a problem, since they are much easier to eval- 
uate from the standpoint of differential diagnosis. 

In this article the authors discuss representative 
cases, illustrating each with roentgen films. Polyps 
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of the stomach occasionally can hardly be differen- 
tiated from large rugal folds or neoplastic lesions; it 
is important that they be recognized, however, since 
they are considered premalignant lesions, if they are 
not malignant at the time they are discovered. Giant 
rugae, when localized to one segment and impossible 
to recognize by gastroscopic study, may have to be 
identified by laparotomy. 

The possible effect of a diverticulum is illustrated 
by the case in which a pressure deformity due to a 
large diverticulum of the lesser curvature of the 
cardiac end of the stomach was strongly suspected 
to be a submucosal tumor; eventually one of the 
many roentgenograms made in this case showed 
barium in the diverticulum. Sometimes gastric sur- 
gery results in postoperative changes simulating ma- 
lignant lesions; the authors have found that an early 
postoperative gastric roentgenologic study is very 
helpful if the patient later reports symptoms. Herni- 
ation of the esophagus into the stomach occurs only 
rarely, but the resulting mass may be diagnosed as a 
malignant lesion. A major problem, especially in 
connection with liver cirrhosis, is the differential 
diagnosis of gastric varices and gastric carcinoma. 
The authors have been able to demonstrate gastric 
varices by means of percutaneous splenoportography, 
and they recommend that this simple procedure be 
included in the diagnostic evaluation when a lesion 
might possibly represent gastric varices. 

Among the pressure defects caused by lesions ex- 
trinsic to the cardiac end of the stomach, two cases 
were seen by the authors in which the splenic flexure 
of the colon simulated a localized lesion. Other cases 
involved pancreatic lesions, enlarged celiac lymph 
nodes, aberrantly located spleen or kidney, and sub- 
phrenic abscess. Roentgenographic technics that 
have been found helpful in arriving at accurate diag- 
noses are detailed in the article. 


A consideration of the incompetent cervix 


> Results of surgical treatment of defective cer- 
vix in 12 cases are discussed by Harrison Picot, 
M.D., H. Glenn Thompson, M.D., and Christo- 
pher J. Murphy, Jr., M.D., in the American Journal 
of Obstetrics and Gynecology, October 1959. In the 
authors’ opinion, recognition and correction of the 
inadequacy may be the means of preventing fetal 
loss in certain cases of late abortion or early prema- 
ture labor. 

Although cervical incompetence is usually con- 
sidered to result from trauma, the authors believe 
that it may also represent a congenital weakness of 


the cervix which institutes a gradual process leading 
eventually to habitual late abortion. Pathologic sys- 
temic states may constitute a third causative factor. 
Diagnosis is based on a history of one or more late 
abortions characterized by spontaneous rupture of 
the membranes and a short and relatively painless 
labor period, in the absence of observable pathologic 
changes. In the nonpregnant patient, the passage of 
an 8-mm. sound through the internal cervical os 
without discomfort to the patient indicates incom- 
petency of the cervix. In a pregnant patient the 
diagnosis is made by careful observation of the cer- 
vix, especially after the fourteenth week. With in- 
creased experience, the observer can determine the 
optimal time for reinforcing the cervix. The authors 
emphasize that such reinforcement is very difficult 
after the twenty-fourth week. 

There are three types of corrective procedure 
that may be carried out before the patient becomes 
pregnant: the Palmer-Lash technic for excising a 
wedge of tissue from.the lower uterine segment, the 
Shirodkar technic of fascial transplant to the cervix, 
and the Page technic for circular wrapping of the 
cervix with talc-impregnated oxycel gauze. During 
pregnancy, two types of operations are possible: 
the Shirodkar procedure with homologous fascia, 
or preserved fascia, dacron mesh, and protein su- 
tures, and the McDonald procedure for purse-string 
sutures about the cervix. In the authors’ opinion the 
Shirodkar procedure provides the firmest support 
for the cervix, but because the fascial collar will not 
dilate, all patients so treated must be delivered by 
cesarean section. In the search for a technic that 
would both support the cervix to term and permit 
delivery from below, the authors chose a modifica- 
tion of the McDonald technic. In the 12 cases re- 
ported, the Lash procedure was used in 3, the Shi- 
tures, and the McDonald procedure for purse-string 
procedure in 3. Before treatment these patients had 
had a total of 47 pregnancies with 12 living children; 
after treatment they had 15 pregnancies with 15 
living children. 


Symposium on athletic injuries 


> Of special interest to many osteopathic physi- 
cians and surgeons is the group of articles on athletic 
injuries published in The Journal of the American 
Medical Association, November 21, 1959. The eight 
papers in the group were read before a joint meet- 
ing of three sections of the Association—General 
Practice, Orthopedic Surgery, and Physical Medicine 
—at its June 1959 convention. 

In discussing general principles in the treatment 
of injuries to athletes, Don H. O’Donoghue, M.D., 
sets forth practical concepts involving prompt and 
thorough treatment aimed at the complete rehabili- 
tation of the athlete. Rex. L. Diveley, M.D., and 
Paul W. Meyer, M.D., report their systematic ob- 
servations in cases of baseball shoulder, indicating 
the roentgenographic and physical signs that will aid 
in appropriate treatment as well as in detecting cases 
before damage is done through pitching stress and 


JOURNAL A.O.A., VOL. 59, APRIL 1960 


strain. In the article on rehabilitation of knee menis- 
cus injury with associated malacia of the patella, 
Donald R. Lannin, M.D., suggests that the incidence 
of this syndrome is much higher than previously re- 
ported, and that the injury requires special consid- 
eration in planning exercises for the restoration of 
quadriceps strength. The problem of preventing 
athletic injuries is discussed by Robert G. Brashear, 
M.D., according to three basic aspects: the capabil- 
ity of the head coach, the specific orientation of the 
team physician, and the indispensability of the full- 
time athletic trainer. 

Thomas B. Quigley, M.D., reporting on knee in- 
juries incurred in sports, states that most of the trick 
knees of middle age could be avoided by sensible 
preventive measures, prompt diagnosis, and appro- 
priate treatment; information and suggestions con- 
cerning all three areas are included in the article. 
The subject of athletic training, protective equip- 
ment, and protective support is discussed by Kenneth 
B. Rawlinson, whose recommendations reflect the 
viewpoint and experience of the athletic trainer. In 
an article on brief maximal isotonic exercises in the 
treatment of knee injuries, Donald L. Rose, M.D., 
reports the results of a clinical investigation of the 
value of a specific technic of exercise. 

Finally, the report of the A.M.A. Committee on 
Injury in Sports is presented by Allen J. Ryan, M.D. 
The report of the Committee’s varied activities in- 
cludes also its “Bill of Rights for the College Ath- 
lete,” based on the principle that the athlete has the 
right to optimal protection against injury, attained 
through good technical instruction, proper regulation 
and conditions of play, and adequate health super- 
vision. 


Pediatric management of school learning 
problems of underachievement 


> Pediatricians are being called upon increasingly 
often to help children overcome their learning diffi- 
culties and underachievement in school, according to 
a report by Albert J. Solnit, M.D., and Mary H. 
Stark, M.S.S., in The New England Journal of Medi- 
cine, November 12, 1959. For the school child, learn- 
ing is a physical-psychologic activity that requires 
effective hearing and vision and the coordinated 
manual skills for writing and producing graphic rep- 
resentations; the ability to concentrate, remember, 
and make comparisons, depends largely on the suc- 
cessful resolution of emotional conflicts. Examples 
of what prevents the child of average intelligence 
from learning include: defective perceptual appara- 
tus, deviant visual-motor or auditory-motor coordi- 
nation, inner excitement or anxiety that interferes 
with the capacity to transform impulsive behavior 
into psychic functions of learning, overwhelming life 
experiences associated with learning, inhibitions 
stemming from prohibitions on curiosity and intel- 
lectual activity, as well as from fears in early child- 
hood, and a home or school environment that inter- 
feres with the child’s ability to concentrate and learn 


687 


t 
2 
‘5 
; 
: 


successfully. Therefore, in children with school 
learning problems the pediatrician evaluates a handi- 
cap of adaptation that may stem from physical, in- 
tellectual, environmental, and emotional factors. The 
assessment of these multiple determinants suggests 
the further diagnostic work necessary for planning 
treatment. 

In this article the principles of pediatric manage- 
ment of such cases are illustrated by four case re- 
ports involving children with different learning prob- 
lems. Results of these and other studies indicate 
that pediatric treatment helps the child to cope with 
a learning difficulty by influencing his environment 
in such a way as to encourage and permit an im- 
proved performance in school. The child’s relation- 
ship with the physician can be a potent force in 
strengthening the motivation to learn. As the child 
becomes able to function more effectively he better 
organizes his own environment. If behavior and 
symptoms indicate that the child will tend to per- 
petuate his difficulties despite pediatric help, psy- 
chiatric referral should be considered, but if such 
help is not acceptable or available, the pediatrician 
often can be helpful through his continuing relation- 
ship with the child and his influence on the child’s 
environment. 


A clinical evaluation 
of postoperative nasal gastric suction 


> Following uncomplicated laparotomy, the most 
physiologic and humane treatment of patients is 
achieved without intubation and gastric suction, ac- 
cording to a report by John H. Mehnert, M.D., 
Maurice J. Brown, M.D., Benjamin Woodward, M.D., 
Eric Paetkeu, M.D., and Paul B. Donovan, Ph.D., in 
Surgery, Gynecology & Obstetrics, November 1959. 
In the authors’ experience, such patients had less 
fluid and electrolyte loss and less chance of respira- 
tory infection or other tube complications, and they 
were more comfortable. There was no more ab- 
dominal distress or vomiting in this group than in a 
similar group in whom intubation was used. 

Gastric suction has been of great benefit in certain 
diseases, particularly bowel obstruction, and this has 
led to its widespread use postoperatively. Recent 
studies, however, have indicated that after an un- 
complicated laparotomy, routine insertion of a naso- 
gastric tube is unnecessary, and inadvisable because 
of the risk of esophagitis and respiratory complica- 
tions. It has been suggested that the relatively small 
amount of gastric fluid withdrawn through an in- 
dwelling tube can readily be absorbed by the in- 
testine even when ileus is present, and that air inges- 
tion is minimal if fluids are withheld. In the study 
reported in this article, measurements were made of 
the fluid, air, and electrolyte withdrawal through 
postoperative gastric suction tubes, both in the fast- 
ing state and when fluid intake was allowed. From 
the results the authors conclude that the average 
postoperative patient, taking no fluids, swallows 
about 2 liters of recoverable air and accumulates in 
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the stomach about 600 cc. of recoverable salivary and 
intestinal secretion each day. The authors’ e, 
rience confirmed other reports that the fasting in. 
testinal output is readily absorbed and that gastric 
air accumulation constitutes no problem when fluids 
are not taken. With increasing oral intake, consid- 
erable air and fluid can be accumulated, because of 
the postoperative decrease in gastrointestinal motil- 
ity; therefore unlimited amounts of fluid by mouth 
appear to be contraindicated. But since 2 liters of 
air are usually accommodated without difficulty, the 
additional liter of fluid and air accumulated by 
drinking 400 cc. of water would probably cause no 
severe distress, and would tend to improve morale 
and prevent soreness and dryness of the throat. 
When gastric suction is necessary, the chief danger 
of fluid intake is in the accumulation of large vol- 
umes of water and air, necessitating careful supervi- 
sion to insure constant tube function. 


Urologic lesions misdiagnosed in 
patients with abdominal pain 


> Clinical errors that might have been averted by 
correct interpretation of fundamental tests are re- 
viewed in this report by Roderick D. Turner, M.D., 
and Willard E. Goodwin, M.D., in The Medical 
Clinics of North America, November 1959. The 
diagnosis of abdominal pain requires a thorough 
and systematic approach in which the examiner 
should consider first the most common conditions 
and likely possibilities, then the more unusual 
and even rare possibilities. Retroperitoneal causes 
of pain should be given major attention in the differ- 
ential diagnosis, since both surgeon and urologist 
may be misled as to whether the fundamental dis- 
ease is intraperitoneal or retroperitoneal in origin. 
Renal or ureteral colic can simulate bowel obstruc- 
tion; obstruction of the urinary tract may give a 
clear-cut picture of appendicitis, duodenal ulcer, or 
gallstones. Intraperitoneal inflammatory conditions 
may cause red and white blood cells to appear in 
the urine so that attention is focused on the urinary 
tract. 

When the abdominal pain has its onset during 
activity, the physician should remember that dis- 
eased organs or tissues rupture more easily than 
normal organs do; even in sports injuries in very 
young persons, neoplasm must always be considered 
in the differential diagnosis. Torsion of the spermatic 
cord in young males during athletic programs is not 
uncommon, but the original sign may be abdominal 
pain and nausea rather than scrotal pain. When 
symptoms indicate a ruptured viscus as a result of 
trauma, an intravenous urogram before operation 
will rule out the possibility of complications such as 
ureteral calculus. Cystographic studies should be 
pursued beyond the routine oblique and _ lateral 
views, to avoid overlooking such conditions as blad- 
der laceration. 

When abdominal pain begins during inactivity, 
the physician should not assume that rupture is un- 
likely. The authors report a case of spontaneous rup- 


ture of the left kidney from ureteral obstruction 
which later was proved to be due to previously un- 
suspected metastatic gastric carcinoma. Another case 
illustrated the fact that activity is not necessarily 
associated with torsion of the spermatic cord. A case 
of penetrating gunshot wound emphasized that the 
possibility of multiple injuries makes it important to 
explore both intraperitoneal and extraperitoneal or- 
gans in such cases. 

The possibilities of roentgenographic misinterpre- 
tation are illustrated by cases involving retrocecal 
appendicitis, a silent hypernephroma invading the 
cecum, appendiceal abscess lying against the lower 
right pelvic ureter, and gastric carcinoma in a patient 
with the history of urinary calculi. In a case in- 
volving retropubic prostatectomy, a leiomyosarcoma 
at the anterior neck of the urinary bladder was 
overlooked until 2 months after the operation. The 
original error, say the authors, began with misinter- 
pretation of the cystogram in connection with the 
combined history of hermaturia, at the time of ex- 
cretory urography. Cystoscopy was not performed 
before the prostatectomy, and palpation within the 
urinary bladder was not carried out during the op- 
eration. In this instance the tumor would have been 
accessible to digital palpation through the incision 
in the prostatic capsule. The authors conclude that 
preoperative cystoscopy should be obligatory in 
cases of hematuria. 

To avoid mistakes connected with cystoscopic 
studies, the examiner should not allow past labora- 
tory tests or roentgen studies to divert attention from 
what appears to be a characteristic lesion; also, all 
three lens systems should be used in routine cystos- 
copy to avoid overlooking or misinterpreting an 
endoscopic diagnosis of abdominal pain. 

Only the most thorough and complete evaluation 
of abdominal pain can insure accurate diagnoses in 
cases of coexisting but unassociated diseases, utero- 
vesical fistula, “acute abdomen” following surgical 
procedures, congenital urinary anomalies, and non- 
urologic conditions such as dissecting aortic aneu- 
rysm or ruptured abdominal aorta. ~ 


The protean manifestations of 
histoplasmosis as 
illustrated in twenty-three cases 


> The varied symptoms and diagnostic problems 
characterizing histoplasmosis are described by Capt. 
Fred G. Conrad, MC, USAF, Samuel Saslaw, M.D., 
and Robert J. Atwell, M.D., in the A.M.A. Archives of 
Internal Medicine, November 1959. Pertinent details 
and general comments concerning each of 23 cases 
are included in the article. In 7 cases the disease 
appeared as a flu-like syndrome, progressing to pneu- 
monia in several instances. In 10 cases the histoplas- 
mosis was a chronic debilitating disease closely re- 
sembling tuberculosis. One patient exhibited the 
“classical” syndrome which includes general reticulo- 
endothelial involvement with miliary dissemination 
becoming rapidly fatal. One patient appeared to 
have a typical case of hypersplenism. In 4 cases 
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there was a history of slow exacerbations and remis- 
sions ranging up to 10 years in duration. 

The diagnosis of histoplasmosis is best established 
by culture, but this is often difficult; numerous spu- 
tum and gastric samples must be obtained, and the 
authors also carry out bronchoscopic aspirations with 
saline washings, blood and bone-marrow cultures, 
and cultures of all biopsy specimens. Specific diag- 
nosis of granulomata is also quite difficult; the gran- 
ulomata of tuberculosis, histoplasmosis, and sar- 
coidosis may be so similar as to defy differentiation. 
If cultural or microscopic evidence of the organism, 
Histoplasma capsulatum, is lacking, a presumptive 
diagnosis may be established by serologic studies 
using both the collodion agglutination and the yeast 
phase complement fixation. The authors emphasize 
that serologic tests must be interpreted in terms of 
the clinical picture. The x-ray findings in histoplas- 
mosis are not at all specific; patients are frequently 
treated for tuberculosis for some time before the 
correct diagnosis is established. Physicians should 
recognize, however, that the histoplasma is an “op- 
portunist,” and patients with chronic illness such as 
tuberculosis or bronchitis may contract pulmonary 
histoplasmosis after small exposures to the organism. 

Treatment for histoplasmosis remains symptomatic 
and supportive. Corticosteroids appear to be con- 
traindicated, and there is some evidence that strep- 
tomycin may actually enhance the activity of histo- 
plasma infections. Intravenous nystatin is too toxic 
for use at present, but local subcutaneous injection 
may be of value for mucosal or cutaneous lesions. 
Surgical treatment may be indicated for single lo- 
calized lesions. Amphotericin B systemically shows 
promise, but because of its side reactions should be 
reserved for selected cases. ; 


Comparison of the treatment of 
hypercholesteremia with nicotinic 
acid, sitosterol, and safflower oil 


> An assessment of the clinical use of large doses 
of niacin in the treatment of hypercholesteremia 
is reported by Kenneth G. Berge, M.D., Richard 
W. P. Achor, M.D., Nelson W. Barker, M.D., and 
Marschelle H. Power, Ph.D., in the American Heart 
Journal for December 1959. The effectiveness of nia- 
cin was compared with that of two other agents in 
current use, safflower oil and sitosterol. 

For the study, 10 patients with hypercholesteremia 
who had received large doses of niacin for 9 to 17 
months, and a placebo for 3 months, were selected. 
None of the patients had diabetes mellitus or hypo- 
thyroidism; no special diet restrictions were pre- 
scribed in connection with the study. The effects of 
safflower oil and sitosterol were studied for 3 months 
each. In addition, observations were made on 9 of 
the patients during the simultaneous administration 
of sitosterol and niacin for 3 months. It was found 
that the response to each form of treatment varied 
widely from case to case, and there was little correla- 
tion between responses to different agents in any 
one case. However, the mean decrease in cholesterol 
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level during treatment with niacin was 24 per cent 
(at an average dose of 5.3 grams), with safflower 
oil 6 per cent, and with sitosterol 13 per cent. When 
niacin and sitosterol were administered in combina- 
tion, the average decrease in concentration of plasma 
cholesterol indicated a nearly additive effect. Flush- 
ing, pruritus, and gastrointestinal upset associated 
with the use of niacin were not severe enough to 
interfere with treatment. Occasional abnormalities 
in serum reactions could not be linked with any 
clinically evident hepatic disease. 

The results showed that niacin in large oral doses 
is more effective in decreasing the level of plasma 
cholesterol than is either safflower oil or sitosterol 
when the usual diet is not restricted in type or con- 
tent of fat. The nearly additive effect of niacin and 
sitosterol combined suggests that these agents act 
by different mechanisms. Niacin has several advan- 
tages over other agents, in that it is inexpensive, easy 
to administer, and does not require alterations in 
diet. The safety of the long-term use of niacin 
however, has yet to be established; therefore this 
form of treatment should be regarded only as in 
vestigational. 


Common misconceptions concerning 
the skin 


> Dermatology need not remain an “obscure and 
mysterious” branch of medicine, in the opinion of 
Arthur B. Kern, M.D., as expressed in Postgraduate 
Medicine, December 1959. This misconception on 
the part of many physicians is considered to result 
from inadequate attention to the subject in under- 
graduate and intern training. Fallacious concepts 
have been allowed to substitute for real knowledge 
and understanding of the skin and its diseases; such 
concepts hamper the physician’s recognition of der- 
matology as a stimulating part of medical practice. 

With clear understanding of the skin as a vital 
functioning organ, one of the largest body organs in 
fact, it becomes obvious that there is a close relation 
between the skin and the viscera, and that there is 
no basis for the common belief that skin diseases are 
unrelated to other body processes. The skin is often’ 
the first organ to show signs of systemic disease, and 
dermatologic training now stresses this bond be- 
tween dermatology and internal medicine. Further- 
more, a review of the many internal diseases asso- 
ciated with cutaneous manifestations reveals the 
error in the common opinion concerning the benign 
nature of skin diseases. 

The author discusses in detail various misconcep- 
tions commonly held with regard to round lesions, 
acne, plant dermatitis, warts, psoriasis, contact der- 
matitis, genital lesions, positive Wassermann reac- 
tions, dermatoses of the feet, otitis externa, the con- 
tagious nature of skin diseases, and the role of 
steroid hormones in treatment. Differential diagnosis 
is important, since hasty treatment with the wrong 
agent may aggravate the condition the physician is 
trying to cure. Also, the difference between agents 
used for prevention and those used for treatment 


should be clearly understood. In plant dermatitis 
for example, the injection of plant extracts as g 
means of treatment may cause severe exacerbation 
of the skin condition, as well as fever, leukocytosis, 
and other systemic effects. Sensitization mechanisms 
often complicate dermatologic problems; the physi- 
cian should have a clear understanding of these as 
well as mechanisms of reaction to such laboratory 
tests as the Wassermann. In conclusion, the author 
makes a special plea for caution in the use of 
steroids, which in general have only limited useful- 
ness in either topical or systemic treatment of skin 
diseases. There can be no substitute for the identifi- 
cation and removal of the disease agents; potent 
drugs such as the steroids are chiefly of value in pro- 
ducing symptomatic relief in very severe conditions, 


Ways and means to reduce infant mortality 
due to suffocation 


> Infant mortality due to suffocation could be re- 
duced if physicians were more aware of the possi- 
bility of choanal atresia, in the opinion of Henry H. 
Beinfield, M.D., writing in The Journal of the Ameri- 
can Medical Association, June 6, 1959. Bilateral and 
unilateral atresia of the posterior nares is seldom 
recognized as a cause of asphyxia in infants up to 5 
months of age, yet the occurrence is significant 
enough to constitute a serious public health problem. 
Since the occasional reports usually appear in spe- 
cialty journals, most physicians are not as familiar 
with this condition as they should be. 

Opening the mouth to breathe is purely a volun- 
tary action, and infants up to 5 months of age do 
not usually have voluntary actions or movements. 
The normal reflex is to breathe through the nose; 
mouth breathing is never normal at any age. Atresia 
of the nares at the junction of the hard and soft 
palate completely obstructs the passage of air 
through the nose, on one or both sides. The obstruc- 
tion is usually of a completely bony nature, although 
it may be partly bony or only membranous. In all 
cases of impending asphyxia, the anesthetist or the 
physician should immediately rule out bilateral 
choanal atresia. In the newborn infant, a metal 
probe should be passed into the nose until an ob- 
struction is met. With the point on the probe care- 
fully held where it meets the rim of the nostril, the 
probe is removed and the distance measured from 
the tip to the point held by the finger. If this dis- 
tance is 1% inches or less a diagnosis of choanal 
atresia can be made. If it is 1% inches, atresia is not 
present. If a no. 12 catheter cannot be passed into 
the pharynx, atresia can be suspected and confirmed 
by x-ray examination with the use of iodized oil. In 
infants up to 5 months of age, one should watch for 
symptoms indicating unilateral choanal atresia, to 
prevent sudden death, should the other nostril be 
obstructed by disease. Pathologists and medical ex- 
aminers seldom examine the nose for atresia in such 
cases, and often report the “cause unknown.” Prob- 
ing the nares should be a procedure in the autopsy 
study. 
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The author suggests: (1) Federal, state, and local 
boards of health should inform every physician of 
the danger of choanal atresia. (2) Medical schools 
should teach the importance of this condition in 
courses on anatomy and pediatrics. (3) Committees 
investigating the reduction of neonatal deaths should 
include choanal atresia in their studies. (4) In every 
case of asphyxia neonatorum a notation should be 
made on the infant’s chart that an examination for 
atresia of the posterior nares was made. (5) Every 
medical examiner and pathologist should examine 
the posterior nares in every newborn baby and in- 
fant up to 5 months of age when atelectasis is pres- 
ent or no other cause of death can be found. (6) 
When the cause of death by suffocation has been 
proved to be choanal atresia, it should be reported as 
such so that a proper tabulation of its incidence can 
be made. 


Treatment of staphylococcal septicemia 
with vancomycin 


> A report of 33 cases of staphylococcal septicemia 
forms the basis for this article by William M. M. 
Kirby, M.D., David M. Perry, M.D., and Alfred W. 
Bauer, M.D., in The New England Journal of Medi- 
cine, January 14, 1960. Clinical results in this series 
indicate that vancomycin may be a highly effective 
antibiotic for the treatment of severe penicillin- 
resistant staphylococcal infections. Staphylococci iso- 
lated from treated patients remained susceptible to 
the antibiotic. 

Of the 33 patients treated with vancomycin over a 
19-month period, 20 were cured; in a number of 
these cases, other antibiotics had failed previously. 
Six patients improved under treatment but died of 
underlying diseases, and 7 others with overwhelming 
infections died shortly after treatment was started. 
In 19 cases the patients had acquired the staphylo- 
coccal infections in the hospital, following major sur- 
gical procedures or diseases requiring intravenous 
infusions through polyethylene catheters. 

In the authors’ opinion, the effectiveness of van- 
comycin is attributable to the fact that staphylococci 
are uniformly susceptible, the antibiotic is bacteri- 
cidal in action, high serum and tissue concentrations 
can readily be attained, and resistance of staphylo- 
cocci to vancomycin develops slowly if at all. These 
characteristics place vancomycin in the same cate- 
gory as penicillin in its action against penicillin-sus- 
ceptible staphylococci. The chief limitation in the 
use of vancomycin is the necessity of administering it 
intravenously. In the series reported, phlebitis of a 
mild degree occurred in some cases. When the drug 
was administered in a volume of at least 200 ml. of 
glucose or saline solution, there seemed to be little 
more irritation of veins than was noted with glucose 
solutions alone. In a number of patients, vancomycin 
was administered through femoral or caval catheters 
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with no apparent deleterious effects. Side effects, 
consisting of chills, fever, and rashes, occurred in a 
few patients and could usually be controlled by 
slower administration and by the addition of anti- 
histamines or steroids. 


Roentgenologically controlled placement of 
the needle in the trigeminal root for 
the treatment of tic douloureux 


> A method of inserting a needle into the posterior 
root of the gasserian ganglion is described by Theo- 
dore Perl, M.D., and Arthur Ecker, M.D., in The 
American Journal of Roentgenology, Radium Ther- 
apy, and Nuclear Medicine, November 1959. Injec- 
tions made by this method provided safe and effec- 
tive relief in 60 consecutive cases of trigeminal 
neuralgia. Roentgenologic technic is important to the 
success of the treatment. 

The authors have used preliminary roentgeno- 
graphic studies not only to select the entry point but 
also to determine the position of the head for the 
vertical downward insertion of the needle. After in- 
sertion, further roentgenograms indicate the relation- 
ship of the needle tip to the base of the skull and 
permit accurate adjustment of its depth. Once the 
needle has been correctly placed, the patient can be 
removed from the roentgenographic table so that 
further injecting and testing can be done more con- 
veniently. Procaine (2 per cent, 0.03 cc.) is injected 
to determine the position of the needle within the 
posterior root, and finally, therapeutic injections of 
0.05 cc. of absolute alcohol are made as indicated by 
careful sensory and motor testing. The anatomic 
principles involved are discussed in the article, and 
details of the entire procedure are given. The au- 
thors emphasize that the procedure requires patience 
and a precise knowledge of anatomy, as well as 
cooperation between the patient, radiologist, and 
surgeon. 


Symposium on ataxia in childhood 


> The specific importance of the neurologic exami- 
nation with reference to ataxia is the center of atten- 
tion in this symposium published in the Proceedings 
of the Staff Meetings of The Mayo Clinic, December 
9, 1959. Participants in the symposium are members 
of the staffs of the Neurology and Pediatrics Sections 
of the Mayo.Clinic. Subjects and authors are as fol- 
lows: Introduction, Robert G. Siekert; Examination 
for Ataxia in Children, Joe R. Brown; Differential 
Diagnosis of Acute Ataxia in Children, B. Robert 
Aigner and Robert G. Siekert; Ataxia-Telangiectasia 
in Children, Robert G. Siekert, Haddow M. Keith, 
and Francis R. Dion; and Persistent Ataxia in Chil- 
dren, Haddow M. Keith. 
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Effect of estrogens in 
the menopause including the 


metabolism of estrogens 


A new idea in medical communications is represented 
by this long-playing record of a Transatlantic Tele- 
phone Symposium on a current medical problem. The 
Symposium, a project sponsored by Ayerst Labora- 
tories through the Excerpta Medica Foundation, in- 
cluded the following participants: Laman A. Gray, 
M.D., Louisville, Kentucky; Robert B. Greenblatt, 
M.D., Augusta, Georgia; E. C. Hamblen, M.D., Dur- 
ham, North Carolina; Mr. Peter A. Warren, New 
York (Producer); Peter M. F. Bishop, M.D., London; 
Egon Diczfalusy, M.D., Stockholm; H. de Watte- 
ville, M.D., Geneva; and I. A. Wijsenbeek, M.D., 
Amsterdam (Moderator). The first four participants 
met in New York, and the latter four in Amsterdam. 
By transatlantic telephone they discussed the effect 
of estrogens in the menopause, including the metab- 
olism of estrogens. Copies of the long-playing record 
are available in limited quantities to physicians on 
request from The Medical Director, Ayerst Labora- 
tories, 22 East 40th Street, New York 16, New York. 


P All seven physicians participating in this sympo- 
sium agreed that there are well-defined indications 
for estrogen therapy, but counseled its use only when 
a functional etiology has been established for sus- 
pected menopausal disturbances by diagnosis of in- 
dividual symptoms. In particular, curettage and 
careful pathologic study of availables endometrium 
are essential in all cases of abnormal uterine and 
genital bleeding. As for early menopause, artificial or 
spontaneous, estrogen therapy should always be con- 
sidered when hypoestrogenism is present. 

It was emphasized that artificial menopause should 
be avoided wherever possible. Dr. Bishop main- 
tained that ovaries should be removed in a woman 
who is still menstruating only if absolutely necessary, 
whether or not they might subsequently become ma- 
lignant. According to Dr. Bishop, “If you suddenly 
destroy ovarian function by bilateral oophorectomy, 
deep x-rays, or radium, whatever the age of the pa- 
tient provided that she is premenopausal, you are 
letting yourself in for a stormy menopause, often ac- 
companied by a severe depressive psychosis.” 

The importance of the postmenopausal ovary in 
estrogen production was the subject of some differ- 
ence of opinion, though the view that it has no bio- 
logic role was not supported. Dr. Diczfalusy, who 
held that the adrenals appear to be a quantitatively 
more important source of estrogen than the ovaries, 
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Fig. |. In New York—participants from left to right: Robert B. 
Greenblatt, M.D., Augusta, Georgia, Professor of Endocrinology, 
Medical College of Georgia, Augusta; Laman A. Gray, M.D., 
Louisville, Kentucky, Associate Professor of Obstetrics and Gyne- 
cology, and Associate in Pathology, University of Louisville School 
of Medicine; Peter A. Warren, New York, a director of Excerpta 
Medica Foundation, Amsterdam and New York; and Edwin C. 
Hamblen, M.D., Durham, North Carolina, Professor of Endocrinol- 
ogy and Associate Professor of Obstetrics and Gynecology at 
Duke University Medical Center. 


Fig. 2. In Amsterdam—participants, from left to right: Peter M. 
F. Bishop, M.D., London, endocrinologist at Guy's Hospital and 
the Chelsea Hospital for Women; |. A. Wijsenbeek, M.D., Amster- 
dam, moderator of the symposium, a practicing obstetrician and 
gynecologist in Amsterdam; H. de Watteville, M.D., Geneva, 
Professor of Gynecology and Obstetrics, Medical College of 
Geneva; and Egon Diczfalusy, M.D., Stockholm, Director of the 
Hormone Laboratory at the Karolinska Hospital in Stockholm. 


projected a series of studies to measure estrogen ex- 
cretion in postmenopausal women before and after 
ovariectomy and adrenalectomy. 


Estrogen administration * Of the estrogens avail- 
able for therapy, preference was indicated for the 
naturally occurring steroids rather than for various 
synthetic compounds because of the toxic effects pro- 
duced -by the latter. Estrogen dosage schedules 
should aim at palliation and not at full substitution, 
so as not to interfere with the normal “scaling down” 
of various functions and the attainment of new hor- 
monal balance. Oral administration was recommend- 
ed wherever possible, and the need for minimal doses 
emphasized. Intermittent dosage was preferred since 
there was some doubt that estrogen could be given 
with complete safety without sufficient intervals be- 
tween successive courses (3 to 7 weeks) of therapy. 
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“,. our dosage schedules,” said Dr. Hamblen, 
“should last only a relatively short time and the do- 
sage should be gradually reduced. Properly planned 
estrogen therapy can be a great help to women in 
adapting their hormonal balance, but the longer the 
administration of estrogen is continued at full sub- 
stitutional levels, the more difficult it becomes for a 
woman to adapt herself to this new situation.” It 
was pointed out that the general practitioner is fully 
capable of administering estrogen therapy as long as 
patients are thoroughly examined and followed up 
with care. 


Auxiliary role of androgens * There was discus- 
sion concerning the value of adding androgens to 
estrogen therapy to prevent withdrawal bleeding, 
painful swelling of the breasts, and harmful growth 
of the endometrium. The danger of virilization with 
this combined therapy was noted; it was also pointed 
out, however, that in elderly patients with marked 
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> Books for review which were received during the period 
from February 5 to March 5 are listed on advertising pages 
A-209 to A-214. Reviews of these books will be published 
as space permits. 


> AUTOMATIC VENTILATION OF THE LUNGS. By 
William W. Mushin, M.A., M.B., F.F.A.R.C.S., and L. Ren- 
dell-Baker, M.B., B.S., F.F.A.R.C.S., Western Reserve Uni- 
versity, and Peter W. Thompson, B.A., M.B., B.Chir., F.F.A. 
R.C.S., Consultant Anaesthetist, United Cardiff Hospitals. 
Cloth. Pp. 356, with illustrations. Price $10.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


The widespread use of the various muscle relaxants 
in the past 10 years has made artificial ventilation of 
the lungs an essential part of everyday anesthetic 
practice. Artificial ventilation has also found its im- 
portant place in the treatment of poliomyelitis, 
tetanus, in the extremes of narcotic and barbiturate 
poisoning, and a number of other conditions in which 
ventilation is impaired. 

This book is authored by three anesthesiologists; 
the senior author, Dr. Mushin, is a well-known au- 
thority. 

The first two chapters discuss the physiology of 
controlled respiration and its clinical aspects, and 
the remaining ten chapters are given over to assess- 
ing the various types of automatic ventilators in 
world-wide use. There are descriptions of automatic 
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demineralization, the prospect of mild virilism is of 
little importance. The use of androgens for their 
anabolic effect was recommended only where there 
is close supervision of the patient. 


Safety * General practitioners were assured that if 
they employ minimum dosage and intermittent ad- 
ministration, they will not be increasing the likeli- 
hood of carcinogenesis in their patients. “Woman 
should be permitted to have this therapy, when in- 
dicated,” said Dr. Hamblen, “without having hang- 
ing over her head the Damoclean sword of fear that 
cancer may be produced.” 

One study was cited in which 530 patients had 
been taking estrogens for periods of at least 6 
months. Of these, only one developed breast cancer 
—shortly after finishing a 2 years’ intensive course 
of estrogens for persistent lactation. Another devel- 
oped carcinoma of the uterus 4 years after receiving 
small doses of estrogen intermittently for 5 years. 


ventilators manufactured and used in the United 
States, England, Germany, Sweden, France, and 
Denmark. 

Your reviewer has had a Burns Pressure Balance 
Resuscitator since 1953, and has used it only with 
strict indications in cases of inefficient ventilation. 
I make no claim to authority in the use of these auto- 
matic ventilators. However, several generalized state- 
ments are in order. Ventilators are here to stay. 
They are good, but it must be remembered that only 
human beings can think and exercise good judg- 
ment. No mechanical device can altogether replace 
the human hand on the rebreathing bag, and for 
that reason I believe at the present time that they are 
not essential in the conduct of good clinical anes- 
thesia. If one keeps always in mind that these auto- 
matic machines are only tools of, and not substitutes 
for, trained, competent, and experienced anesthesi- 
ologists, then there will be little misuse or misappli- 
cation of them. A. A. Gotpen, D.O. 


®» THE MOUTH: Its Clinical Appraisal. By A. B. Riffle, 
D.D.S., Formerly Chief of the Dental Service at The Roch- 
ester General Hospital; American Academy of Periodontology. 
Cloth. Pp. 118, with illustrations. Price $3.50. J. B. Lippin- 
cott Company, East Washington Square, Philadelphia 5, 1959. 


This small book, 4% by 7% inches, begins with a pur- 
pose of “taking the buccal surface of the mouth out 
of no man’s land.” The teeth, as far as the physician 
is concerned, are in the realm of the dentist, as are 
the buccal surfaces. The dentist justly considers the 
teeth and passes responsibility for the mucous mem- 
brane back to the physician. While the oral surgeon 
may be concerned with the mucous membrane, he 
too is in the position of having patients wanting 
quick results by a dentist; therefore, teeth are the 


693 


| 
> 
2 
: 


chief problem. Somewhere between the oral surgeon 
and the general practitioner is the dermatologist, 
who makes some correlation between the findings of 
skin and mucous membrane. 

The first portion of the book is devoted to ex- 
amination of the mouth. The author takes a rather 
pessimistic view, mentioning that recurrence is al- 
most the rule in cavernous angioma of the lip, preg- 
nancy tumor of the gums, or dilantin tumors. Essen- 
tially, however, the examination he suggests is 
complete and thorough. 

The second portion of the book is devoted to dis- 
cussions of the floor of the mouth, the tongue, 
stomatitis, pigmentation, and foul breath. The tongue 
was almost belittled after its heyday when old-time 
doctors “took a pulse and had a patient stick out his 
tongue.” Now it is assuming its more rightful place. 
The problem of foul breath (fetor oris) is discussed 
in a practical manner. There is suggested a differen- 
tiation in location by observation. 

The historical significance of gas anesthesia is told 
in the third chapter. The development of local anes- 
thesia was only a matter of time and demand after 
the first use of cocaine. The author suggests that it is 
overdone. Hypnosis and antibiotics are discussed 
but their use is not encouraged. 

His opinion on diet is revealing and practical. The 
author differentiates, as he should, between diet and 
nutrition—the diet being an external factor while 
nutrition is intrinsic. As might be expected, the place 
of carbohydrate and its lactic acid product of fer- 
mentation are mentioned, not to condemn, but to 
enlighten. The author reiterates that the mouth is at 
best a dirty place and that human bites are dan- 
gerous. As to foci of infection in the mouth, the 
author is neither a “pro” nor “con” individual. 

Chapter 5 is devoted to orthodontics, with a kindly 
view taken toward parents of thumb-sucking chil- 
dren. In the chapter on tumors the duration of irri- 
tation is considered unusually long: 10 or 15 years. 
The chapter is comprehensive enough for a text of 
this size. Peridontal disease is stressed throughout 
the book. The use of a summary at the end of each 
chapter correlates well the highlights and stresses 
their importance in the author's opinion. 

This book is well worth.the time of any physician. 
It is particularly recommended to students in derma- 
tology. A. P. Usricn, D.O. 


>» BASIC BACTERIOLOGY. Its Biological and Chemical 
Background. By Carl Lamanna, Ph.D., Scientific Director, 
Naval Biological Laboratory of the School of Public Health, 
University of California at Berkeley; and M. Frand Mallette, 
Ph.D., Associate Professor of Agricultural and Biological 
Chemistry, The Pennsylvania State University. Ed. 2. Cloth. 
Pp. 853, with illustrations. Price $13.50. The Williams & 
Wilkins Company, Mount Royal and Guilford Avenues, Balti- 
more 2, 1959. 


This book attempts to present the problems con- 
fronting bacteriologists, as did the first edition. The 
worker in bacteriology uses the principles of physics, 
chemistry, and biology if he is competent in his own 
area of specialization. Therefore many aspects of 
those fields of study are incorporated in this text 
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on bacteriology, which is not written on an elemen- 
tary or advanced level but on an intermediary one, 

Educationally the law of apperception is employed 
in that general ideas are given in order that funda- 
mental principles may be employed in achieving an 
understanding of diverse topics. An attempt has 
been made to explain bacteriologic phenomena 
rather than merely to state their occurrence. Also 
statements are made on unsettled matters, giving 
the author’s opinion or new ones, even if these are 
unpopular. Fact and opinion are differentiated. 

Graphic illustrations have been favored rather 
than tabulated data. Each chapter ends with se- 
lected references and review articles as a guide for 
further reading. The student of bacteriology should 
find this text of great interest and help. 


>» THE BIOLOGICAL, SOCIOLOGICAL AND PSYCHO- 
LOGICAL ASPECTS OF AGING. By Kurt Wolff, M.D., 
Clinical Director, Galesburg State Research Hospital, Gales- 
burg, Illinois; Formerly, Director of Geriatric Treatment and 
Research Unit, Osawatomie State Hospital, Osawatomie, Kan- 
sas. Cloth. Pp. 95. Price $3.75. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Springfield, Illinois, 
1959. 


Publication of another book on the various problems 
of aging and care of the geriatric patient is noted. 
This one is written specifically for the doctor, but 
deals with the subject from the biologic, sociologic, 
and psychologic aspects. It reviews facts and gener- 
ally accepted theories with the addition of some 
practical advice based on Dr. Wolff's experience in 
geriatric care. It is by no means a complete review, 
but in its limited way may contribute new thoughts 
in a field where any promise of help is eagerlv 


grasped. 


®» SURGERY OF THE FOOT. By Henri L. DuVries, M.D., 
Clinical Instructor in Surgery, Chicago Medical School; At- 
tending Surgeon, Columbus Hospital, Mother Cabrini Hos- 
pital, and Frank Cuneo Hospital; Chairman, Department of 
Surgery, Illinois College of Chiropody and Foot Surgery, 
Chicago. Cloth. Pp. 494, with illustrations. Price $12.50. 
The C. V. Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1959. 


Modern students are perhaps more interested in 
rare surgical conditions as exemplified by cardio- 
vascular surgery and the radical procedures in the 
treatment of cancer than in foot surgery. Yet much 
of their earlier practice will be concerned with dis- 
eases of the extremities and especially of the feet. 
At such a time the younger surgeon will appreciate 
this reference book written by Dr. DuVries whose 
lifelong practice and consuming interest have been 
the care of the feet. 

The structure and function of the bones of the 
ankle and of the muscles of the calf mark the be- 
ginning of this textbook. Dr. DuVries proceeds with 
telling how to examine the foot and make a diagno- 
sis before describing the care of infections of the 
feet, burns and freezing, foreign bodies, sprains and 
athletic injuries, chronic circulatory ulcers associated 
with arteriosclerosis, tumors and cysts, diseases of 


the synovia and fascia of the foot, anomalies, con- 
genital defects, etc. Recommended procedures for 
treatment and correction have been described in 
detail. 

The surgeon, whether he corrects the ingrown toe 
nail in his office or makes transmetatarsal amputa- 
tions in the hospital, will find this well-illustrated 
monograph a step-by-step guide in each procedure. 


®» RESUSCITATION OF THE UNCONSCIOUS VICTIM. 
A Manual for Rescue Breathing. By Peter Safar, M.D., Chief, 
Department of Anesthesiology, Baltimore City Hospitals; 
Assistant Professor of Anesthesiology, The Johns Hopkins 
University School of Medicine; Clinical Associate Professor 
of Anesthesiology, University of Maryland School of Medi- 
cine; and Martin C. McMahon, Captain, Baltimore Fire De- 
partment Ambulance Service. Paper. Pp. 79, with illustra- 
tions. Price $1.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1959. 


Because the brain dies from oxygen lack within a 
very few minutes, speed is essential in the correction 
of asphyxia. This small manual shows how to handle 
such emergencies rapidly and correctly. Technics 
described are limited to getting lifesaving air into 
unconscious persons whose air passages are ob- 
structed and who have stopped breathing. 

This manual gives information on how to resusci- 
tate an unconscious person and how to do arti- 
ficial respiration with intermittent positive pressure 
breathing as well as some teaching aids in this field. 
It is written primarily for those concerned with 
teaching and application of resuscitation. 


» THE PLASMA PROTEINS. Clinical Significance. By 
Paul G. Weil, B.A., M.D.C.M., M.Sc., Ph.D; Director, Trans- 
fusion Service and Assistant Physician, Royal Victoria Hos- 
pital; Lecturer in Medicine, McGill University; Consultant 
in Medicine, Queen Mary Veterans and Grace Dart Hospi- 
tals; Consultant in Transfusion, Queen Elizabeth and Royal 
Edward Laurentian Hospitals. Cloth. Pp. 133. Price $3.50. 
J. B. Lippincott Company, East Washington Square, Phila- 
delphia 5, 1959. 


Electrophoretic, ultracentrifugal, physicochemical, 
biochemical, and immunologic methods, and com- 
binations of these, have all been employed to deter- 
mine the ratios of various plasma proteins in normal 
and pathologic states. Much research has been re- 
ported in various journal articles, and the purpose of 
this small monograph is to bring together for clinical 
use the information reported to date. 

The bibliography is quite limited, which would 
be a handicap if the book were intended to guide 
further study: however, the material itself is well 
digested and presented in a usable manner. The 
general arrangement is according to the various pro- 
teins, showing what altered levels of each can sig- 
nify. 

Although the book is doubtless outdated already 
by new research, the collection of past data should 
find wide usefulness among physicians. It would 
certainly make available to them a wider scope of 
information then they would have time to search out 
for themselves. 
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® DIABETIC MANUAL. For the patient. By Elliott P. 
Joslin, M.D., Sc.D., Clinical Professor of Medicine, Emeritus, 
Harvard Medical School; Formerly, Medical Director, George 
F. Baker Clinic At New England Deaconess Hospital; Con- 
sulting Physician, Boston City Hospital; Honorary President, 
International Diabetes Federation; Honorary President, Amer- 
ican Diabetes Association; President Diabetes Foundation, Inc. 
Ed. 10. Cloth. Pp. 304, with illustrations. Price $3.75. Lea 
and Febiger, Washington Square, Philadelphia 6, 1959. 


Educating the diabetic patient to control his dia- 
betes is the most important factor in the successful 
management of the disease. Dr. Joslin has again re- 
vised his well-known Diabetic Manual, which gives 
the patient a clear understanding of the nature of 
his illness, basic physiology, an insight into the mean- 
ing of nutrition and metabolism, and a sense of per- 
sonal responsibility. The patient should be taught 
to be his own nurse and chemist, and to cooperate 
fully with his physician so that he may enjoy a long 
and useful life. 

This tenth edition brings into focus current ad- 
vances in the management, complications, control, 
and prevention of diabetes. It is filled with the most 
recent knowledge and guidance the patient needs. 

This manual is frequently purchased in quantities 
by physicians, hospitals, and clinics for distribution 
to patients, and every doctor should know that such 
a manual written specifically for the diabetic patient 
is available. 


®» CLINICAL COORDINATION OF ANATOMY AND 
PHYSIOLOGY. By Martha .Pitel, Ph.D., R.N.; and Mildred 
Schellig, M.D. Paper. Pp. 320, with illustrations. Price $5.50. 
Springer Publishing Company, 44 East 23rd Street, New 
York 10, 1959. 


Teachers of anatomy and physiology aim to correlate 
these subjects with the students’ subsequent expe- 
rience with patients, and the authors have attempted 
this same approach: correlating anatomy with sur- 
gery, and physiology with medicine. The material is 
presented in workbook form with questions concern- 
ing the case histories as well as classroom and lab- 
oratory work. The emphasis is on the living human 
body. It does not follow any particular textbook. 

Since the book “correlates,” it should retain its 
value throughout the curriculum. Hence, for the 
nurse, it should facilitate the development of nursing 
care plans and of patient-centered studies and con- 
ferences. 


> A GUIDE TO ORTHOPAEDICS. By T. T. Stamm, 
M.B., B.S., F.R.C.S., Orthopaedic Surgeon to Guy’s Hospital. 
Paper. Pp. 115, with illustrations. Price $3.00. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


Orthopedic services are unlike many of the other 
specialties. They require team work from others be- 
sides the specialists. Medical practitioners, school 
and public health doctors, physiotherapists, chiropo- 
dists, and many others need help in understanding 
the subject. They do not-need the involved textbook 
type of material, for they do not require an exten- 
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sive and detailed knowledge of the subject material. 

This “guide” gives a framework of general prin- 
ciples of orthopedics. It deals with treatment of 
conditions which must be mainly in the hands of the 
nonspecialist, leaving out entirely those conditions 
which must be treated in orthopedic departments. 
It contains chapters on posture and its maintenance, 
backache and the disk syndrome, chronic arthritis 
and rheumatic affections, care of children’s feet, par- 
alysis, physiotherapy, and others of similar nature. 

This monograph helps to understand that correc- 
tion of postural defects cannot be achieved by giving 
exercises to “strengthen weak muscles” but involves 
also the re-educating of activities of the central ner- 
vous system. 


> THE PHYSIOLOGY OF THE NEWBORN INFANT. 
By Clement A. Smith, M.D., Associate Professor of Pediatrics, 
Boston Lying-in Hospital, Harvard Medical School. Ed. 3. 
Cloth. Pp. 497, with illustrations. Price $12.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


This is the third edition of a book which has become 
quite well known and highly regarded by pedia- 
tricians and other physicians who care for newborn 
infants. The sections relating to the respiratory and 
circulatory systems have been revised, as have those 
on fetal and neonatal nutrition, minerals and vita- 
mins, renal physiology, and neonatal immunology. 
Other subjects included are icterus neonatorum and 
liver function, metabolism and heat regulation, 
physiology of the digestive tract, neonatal endocrin- 
ology, and the blood. 


®» MOLECULES AND MENTAL HEALTH. Edited by 
Frederic A. Gibbs, M.D., Professor of Neurology, University 
of Illinois College of Medicine, Chicago. Cloth. Pp. 189, 
with illustrations. Price $4.75. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1959. 


The scientific Council of the Brain Research Foun- 
dation has done some serious thinking on the matter 
of scientific conferences. They recognize, for exam- 
ple, that when an audience grows too large the hu- 
man tendency towards oratory is likely to take the 
place of free interchange of ideas. They also saw 
that significant contributions to research are fre- 
quently reported when others who would present 
opposing viewpoints or pertinent comments are nec- 
essarily absent from the meeting; this would cause 
an extended lapse between the presentation of con- 
troversial material and its final resolution in scien- 
tific fact. 

The conferences whose proceedings are recorded in 
this volume were planned to deal with matters that 
are likely to become controversial within the near 
future. The persons invited were “shirt-sleeve sci- 
entists” who exchanged information in round-table 
discussions. Both conferences were held in 1958; the 
subjects were “Amines in Relation to Brain Function 
and Behavior,” and “ACTH Treatment of Hyps- 
arrhythmia.” (It may be noted that a previous confer- 
ence sponsored by this organization, the proceedings 
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of which were published privately but are available, 
was on “Blood Tests in Mental Illness.”) Both 1958 
conferences have application in only limited clinical 
spheres at this point. However, the second related 
to the exciting possibility that ACTH can prevent 
serious mental retardation which usually occurs in 
cases of hypsarrhythmia and infantile spasms. This 
was first suggested by the Belgian doctor, Lucien L, 
Sorel, who was brought to this conference to pre- 
sent his findings. His contribution is included, along 
with the discussion it precipitated. 


>» A HANDBOOK FOR DISSECTORS. By J. C. Boileau 
Grant, Professor Emeritus of Anatomy, and Curator of the 
Anatomy Museum, The University of Toronto; Formerly by 
J. C. B. Grant and H. A. Cates. Ed. 5. Paper. Pp. 441, 
with illustrations. Price $5.00. The Williams and Wilkins 
Company, Mount Royal and Guilford Avenues, Baltimore 2, 
1959. 


This fifth edition remains the same in content even 
though the text has been modified throughout, par- 
ticularly with regard to the instructions as to pro- 
cedure, which are given in more detail so that the 
dissector can proceed alone when an instructor is not 
available. The book remains a guide to the orderly, 
consecutive dissection of the human body, and is in 
no sense a textbook. 

The new international nomenclature, Nomina 
Anatomica Parisiensia (N.A.P.), is employed in this 
edition. Where old and new terms differ consider- 
ably, the old synonyms are given in brackets for 
certain of them cannot be dismissed without recog- 
nition. 

Many new illustrations have been added and the 
student will find these helpful along with other 
explanatory features of this handbook. 


®» PRESCHOOL VISION. Tests, Diagnosis, Guidance. By 
R. J. Apell and R. W. Lowry, Jr. Cloth. Pp. 189, with illus- 
trations. Price $7.50. The American Optometric Associa- 
tion, 4030 Chouteau Avenue, St. Louis 10, 1959. 


This book is written primarily for the specialist who 
seeks a deeper answer than that the preschool child 
needs glasses to correct an eye defect or to have a 
20/20 visual acuity. Until recently, visual examina- 
tions of preschool children were made primarily. 
because of obvious physical defects, but this book 
deals with the developmental approach to visual as 
well as general child behavior. Consideration of 
visual difficulties leads to a better understanding of 
the concepts of maturity and immaturity as related 
to intelligence and achievement in the learning situ- 
ation. With that in mind the visual data in this 
manual were analyzed in relation to age. . 

Children used in this study were from the Gesell 
Institute Guidance Nursery who play an important 
part in the present ongoing research programs of 
the Gesell Institute of Child Development. 

Optometrists who seek to understand vision in its 
dynamic qualities of growth, learning, meaning, and 
the integrating function of all senses will find this 
book most helpful. 


digestibility 


All Gerber Baby Cereals are thoroughly pre-cooked 
to make them readily digestible. During special processing, they are 
partially digested, placing less of a burden on the baby’s. 
digestive system. Pre-digestion is controlled by two tests which 
indicate whether or not the cereals are properly prepared. 
Both are required to insure absolute uniformity of Gerber Cereals. 


Specialized care of this kind is typical of Gerber’s interest 
in better nutrition for infants. 


Gerber Baby Foods 


FREMONT, MICHIGAN 
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CREMOMYCIN. 


No. 3177X 


SUCCINYLSULFATHIAZOLE— 
NEOMYCIN SUSPENSION 
with PECTIN and KAOLIN 
CAUTION: Federal law prohibits 7 
dispensing without prescription. 


Merck Sharp &Dohme & 
Division of Merck & Co., inc. 
Phitadeiphia, Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffective against 
certain diarrhea-causing organisms. 

SULFASUXIDINEs (succinylsulfathiazole )—an ideal adjunct to neomycin because it is highly effective 
against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce intestinal hyper- 
motility, help provide rapid symptomatic relief. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Gs] MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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Constipated Bowe 


in all patients ~ whatever the functional cause. 


‘Senokot? RESTORES bowel function 
by reproducing the normal physiologic 
process of defecation. 

‘Senokot? RESENSITIZES the specific 
network of nerves (Auerbach’s plexus) 
that mediates the evacuatory response. 

‘Senokot’ REHABILITATES the constipated patient by 
helping to restore normal bowel tone, sensitivity and 


rhythm. 
natural bowel 10] O t Snaniiet bowel 6] O t 
TABLETS GRANULES 
Small and easy to swallow, in bottles of 100. Cocoa-flavored, in 8 and 4 ounce canisters. 


DEDICATED TO PHYSICIAN AND PATIENT S:NCE 1892 


©COPYRIGHT 1960, THE PURDUE FREDERICK COMPANY 
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Conception control becomes a matter of special 
concern six to eight weeks post partum, when the 
new mother looks to you for advice on the best 
way to plan the balance of her family. Reliable 
conception control can be virtually assured with 
the diaphragm and jelly method, at least 98 per 
cent effective.’ 


Now—cushioned comfort 
».- lwo ways 


Your patient experiences special physical com- 
fort when you prescribe either the standard 
RAMSES® Diaphragm or the new RAMSES 
BENDEX,® an arc-ing type diaphragm. 

The regular RAMSES Diaphragm, suitable for 
most women, is made of pure gum rubber, with a 
dome that is unusually light and velvet smooth. 
The rim, encased in soft rubber, is flexible in all 
planes permitting complete freedom of motion. 
For those women who prefer or require an arc- 
ing type diaphragm, the new RAMSES BENDEX 
embodies all of the superior features of the con- 
ventional RAMSES Diaphragm, together with the 
very best hinge mechanism contained in any arc- 
ing diaphragm. It thus affords lateral flexibility 
to supply the proper degree of spring tension 
without discomfort. 

RAMSES, BENDEX, and “TUK-A-WAY” are registered trade- 
marks of Julius Schmid, Inc. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a base of 
long-lasting barrier effectiveness. 


For added protection—RAMSES 


“10-Hour” Vaginal Jelly* 


RAMSES Jelly is uniquely suited for use with 
either type of RAMSES Diaphragm. It is by de- 
sign not static, but flows freely over the rim and 
surface of the diaphragm to add lubrication and 
to form a spermtight seal over the cervix, which 
is maintained for ten full hours after insertion. It 
is nonirritating and nontoxic. 


You can now prescribe a complete unit for either 
type of diaphragm. RAMSES“TUK-A-WAY”®Kit 
#701 contains the regular RAMSES Diaphragm 
with introducer and a 3-ounce tube of RAMSES 
Jelly; RAMSES “TUK-A-WAY” Kit #703 con- 
tains the RAMSES BENDEX nen and 
Jelly tube. Each kit 
is supplied in an at- 
tractive plastic zip- 
pered case, beauti- 
fully finished inside 
and out. Both types 
are now available at 
key prescription 
pharmacies. 


Reference: 1. Tietze, C.: Proceedings, Third International Con- 
ference Planned Parenthood, 1953. 


Diaphragms 
and Jelly 


JULIUS SCHMID, INC. 423 West 55th Street, New York 19, N. Y. 
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answers best the question of how 
totreat patients with allergic dermatoses. 


When you prescribe POLANIL (composed 
of POLARAMINE®,today’s lowest-dosage 
antihistamine, plus DERONIL®, today’s lowest- 
dosage corticosteroid), you can control the dis- 
comfort of allergic dermatoses, hay fever and seasonal 
asthma. (Remember, too, POLARAMINEalone or in combination 
controls discomfort of seasonal and nonseasonal allergies; aller- 
giccomplications of respiratory illness ;drugand serum reactions.) 


Because of its unique composition, POLANIL is particularly 
recommended for those dermatoses in which an antihistamine 
alone may not be fully effective, or for which full steroid 
therapy, is not indicated. Pruritus responds favorably to 
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POLANIL in almost all cases even 
when edema and erythema may persist. 


POLANIL is effective in treating patients 
with resistant allergic dermatoses and sea- 
sonal asthma because the POLARAMINE 
component blocks the reception of histamine 
in precisely those areas where histamine is concen- 
trated and where it provokes the most intense reaction: the skin, 
the upper gastrointestinal tract and the respiratory tree. The 
DERONIL component possesses an intensified anti-inflammatory 
activity with minimal effect on electrolyte and water balance. 
Dosage: One or two tablets after meals and at bedtime. Dosage should be gradu- 
ally reduced to lowest effective maintenance level or, if possible, discontinued. 
Supply: Available in bottles of 50. Each tablet contains 0.25 mg. dexametha- 

hlorphenirami maleate, and 75 mg. ascorbic atid. 
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in peripheral vascular disease... 
brings blood to deep tissues 
without tachycardia or other 
troublesome cardiac 
side effects” 


<> 
NEW myo- -vascular relaxant 


Pronounced VA-ZO-DY-LAN Isoxsuprine hydroclile 


BS. e increases blood flow by direct 
ae action on the smooth muscle of 
the blood vessels"? 


q e provides relief in a high percent- 
= age of patients with a wide variety 
of peripheral vascular disorders’”’ 


e effective in intermittent claudi- 
cation,”* coldness and numbness 
of extremities,** trophic ulcers,*® 
- and leg cramps,”’ associated with 
arteriosclerosis obliterans, diabetic 
vascular disease, Buerger's disease, 
Raynaud's disease and frostbite 


Dosage and administration:1 or 2 tablets (10 to 
20 mg.) three or four times daily. 


Supplied;10 mg. tablets, bottles of 100; 2 cc. am- 
puls (6 mg./cc.) for intramuscular use, boxes of 6. 


References: (1) Samuels, S. S., and Shaftel, H. E.: 
J.A.M.A. 777:142-144 (Sept. 12) 1959. (2) Kaindl, F.; 
Samuels, S. S.; Selman, D., and Shaftel, H.: Angi- 
ology 70:185-192 (August) 1959. (3) Kraucher, G.: 
Prakt. Arzt 77:325-329, 1957. (4) Birkmayer, W., and 
Mentasti, M.: Wien. med. Wchnschr. 108:395-396 
(May 3) 1958. (5) Clarkson, |., and LePere, D.: De- 
tailed report in Mead Johnson research files. (6) 
Billiottet, J., and Ferrand, J.: Sem. méd. 34:635-637 
(May) 1958. (7) Singer, R.: Wien. med. Wchnschr. 
107:734-736 (Sept.) 1957. 89160 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA 


Mead Johnson 


Symbol of service in medicine 
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D ethyichiortetracycline Lederie 


antibiotic 


toleration 


reduction in incidence andlor sever- 
ity of gastrointestinal side effects 
may be attributed to the far lower 
DECLOMYCIN ¢@@ milligram intake 
(per capsule = and per day)” 


1, Finland, M.; Hirsch, H. A., and Kunin, C. M.: 
servations on Demethylchlortetracycline. 
at Seventh Annual Antibiotics 4 
ton, D. C., November 5, 1959 Hirsch, A.; 
Kunin, Cc. M., and Finland, M.: 
cycline—A New and More Stable Tetracycline Anti- 
biotic That Yields Greater and More Sustained Anti- 
bacterial Activity. Miinchen. med. Wchschr. To be 

ublished. 3. Lichter, E. A., and Sobel, S.: The Dis- 

ribution of Oral Demethylchlortetracycline in 
Healthy Volunteers and in Patients Under Treatment 
for various Infections. To be published. 


Capsules, 150 Pediatric 60 mg./cc.— 
Oral Suspension, oS mg./5 cc. 


GREATER ACTIVITY... FAR LESS ANTIBIOTIC...UNRELENTING-PEAK CONTROL ..."EXTRA-DAY” PROTECTION AGAINST RELAPSE 
GQ LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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FILMTAB—FILM-SEALED TABLETS, ABBOTT 


004032A 
©1960—ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


With a picture like we see above, you can get a 
pretty good idea of what happens when we put a 
Filmtab coating on one of our Abbott vitamins. The 
change in size is noticeable, to say the least. 
There’s nothing mysterious about it. With sugar 
coatings, you need several coats and sub-coats to 
build up a durable, evenly-rounded tablet. With 
Filmtab, all you need is the Filmtab itself. 


Above: An enlarged (16X) sectional view of the original 
Dayalets-M tablet with standard sugar coating. Below: Today’s 
Filmtab Dayalets-M has the same formula, but 30% less bulk. 


Is it durable? Well, the chances are good that 
Filmtab coating will outlast most sugar coatings. 
For one thing, the Filmtab process is non-aque- 
ous. Hydrolysis simply cannot occur. Also, you do 
away with tablet ‘‘brittleness.’’ These Filmtab vita- 
mins won't chip, crack or stick. And the seal is per- 


fect: No vitamin taste or odor, ever. c=] 


Filmtab—on ‘‘Vitamins by Abbott.’’ 
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(humm DAYALETS® TABLE BOTTLE 
(100’S); BOTTLES OF 50 & 250 

(rumras’ DAY ALETS-M® 
APOTHECARY BOTTLES 100 & 250 


Extra-potent maintenance formulas, 
ideal for the nutritionally ‘‘run-down”’ 


each Filmtab DAYALETS represents: 


ree 3 mg. (10,000 units) 
Vitamin D. . 25 mcg. (1000 units) 
Thiamine Mononitrate . 5 mg. 
25 mg 
Pyridoxine Hydrochloride............ 2mg. 
Vitamin B12 

(as cobalamin concentrate)........ 2mcg. 
Calcium Pantothenate............... 5mg 


Dosage: Just one Filmtab daily for prophy- 
laxis; two or more daily for therapeutic effect. 


each DAYALETS-M represents all of 
Dayalets’ vitamins, plus the following: 


Copper (as sulfate).................. 1 mg. 
lodine (as calcium iodate)......... 0.15 mg. 
Cobalt (as sulfate)................. 0.1 mg. 
Manganese (as sulfate).............. 1g. 
Magnesium (as oxide)............... 5mg. 
Potassium (as sulfate)............... 5 mg. 
1.5 mg. 


Molybdenum (as sodium molybdate). 0.2 mg. 
Dosage: One Filmtab daily, or as directed 
by physician. 


0040328 


OPILETS® 

OPTILETS-M® 

TABLE BOTTLES OF 30 & 100. 
BOTTLES OF 1000. 


Therapeutic formulas for more severe 
deficiencies—illness, infection, etc. 


each OPTILETS Filmtab 


Vitamin D. 25 hind (1000 units) 
Thiamine Hydrochloride. . 
Pyridoxine Hydrochloride. ........... 5 mg. 
Vitamin Bi2 

(as cobalamin concentrate)........ 6 mcg. 
Calcium Pantothenate.............. 20 mg. 


Dosage: One or two Filmtabs daily, or as 
directed by the physician. 


each OPTILETS-M represents all the vita- 
mins of Optilets, plus the following: 


Copper (as sulfate).................. 1 mg. 
lodine (as calcium iodate)........ 0.15 mg. 
Cobalt (as sulfate)................. 0.1. mg. 
Manganese (as sulfate).............. 1 mg. 
Magnesium (as oxide)............... 5mg. 
Potassium (as sulfate)............... 5 mg. 
1.5 mg. 


Molybdenum (as sodium molybdate). 0.2 mg. 
Dosage: One or two Filmtabs daily, as di- 
rected by physician. 


Five quality formulas 
to fit every nutritional need 
Filmtab coating to cut 
size and assure potency 
Table bottles 
(at no extra cost) 


SUR-BEX® WITH C 

TABLE BOTTLE OF 60. 

BOTTLES OF 

100, 500 & 1000. 

Therapeutic B-complex formula with 


C, for convalescence, stress, post- 
surgery 


each SUR-BEX WITH C Filmtab 


represents: 

Thiamine Mononitrate............... 6 mg. 
Pyridoxine Hydrochloride............ 1 mg. 
2mcg. 

(as cobalamin concentrate) 

Calcium Pantothenate.............. 10 mg. 
Desiccated Liver, N.F.............. 300 mg. 
Brewer's Yeast, Dried............. 150 mg. 


Dosage: As a dietary supplement, 1 or 2 
Filmtabs daily; in convalescence, 2 or more 
Filmtabs daily. 


assorTT 


we none | 
4 itamins by Abbott in a rainbow of brilliant color 


They are free of the visceral discomfort and 
prolonged embarrassment so often caused 
by older enema methods. The ready-to-use 
Fleet Enema squeeze bottle also does away 
with troublesome preparation and cleanup 
procedures. Insertion is made easy and safe 


You can order Fleet Enema with confidence for a variety 
of diagnostic and therapeutic purposes —even for 


Patients are happier when doctors choose Fleet’ Enema 


with the pre-lubricated, anatomically cor- 
rect 2-inch rectal tube. Most important — 
Fleet Enema provides a quick yet thorough 
cleansing action with only 41% fl.oz. of pre- 
cisely formulated, standardized solution.' 


patients on sodium-restricted regimens.2 Systemic 
absorption is negligible. . 


100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in 5 
414-floz. squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet Oil 
R 


Retention Enema, 4%4-fl.oz. ready-to-use unit containing Mineral Oil U.S.P. 


EADY-TO-USE SQUEEZE BOTTLE 


1. Rosenfield, H. H., et al.: Obst. & Gynec. 11:222, 1958. 2. Hellman, L. D.: To be published. Cc. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
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* minimal disturbance 
of the patient’s 

chemical and psychic 
balance” 


» effective control 
of inflammatory 
and 
allergic symptoms” 


mye 
. di. Li. 
: Substantiated by published reports of leading clinicians: 


Triameinolone LEDERLE 


At anti-inflammatory and antiallergic dosage levels, 
ARISTOCORT means: 


¢ freedom from salt and water retention References: 1. Duke, C. J. and Oviedo, R.: Antibiotic Med. & Clin. 


° * letion Ther. 5:710 (Dec.) 1958. 2. McGavack, T. H.: Clin. Med. (June) 
¢ virtual freedom from potassium dep 1959. 3. Freyberg, R. H.; Berateen, C. A., Jt., and Hellman, L.: 


Arthritis and Rheumatism 1:215 (June) 1958. 4. Hartung, E. F.: 
J.4.M.A. 169:973 (June 21) 1958. 5. Hartung, E. F.: J. Florida 


e negligible calcium depletion 


4 i Acad. Gen. Pract. 8:18, 1958. 6. Zuckner, J.; Ramsey, R. H.; 
r 
4 euphoria and depression ta Caciolo, C., and Gantner, G. E., Jr.: Ann. Rheumat. Dis. 17:398 
i ite—no excessive weight gain (Dec.) 1958. 7. McGavack, T. H.; Kao, K. T.; Leake, D. A.; 
appet B Bauer, H. G., and Berger, H. E.: Am. J. M. Se. 236 :720 (Dec.) 
i i ne of e tic ulcer 1958. 8. Council on Drugs: J.A.M.A. 169 :257 (January 17) 1959. q 
¢ low incidence pep 9. Spies, T. D.: South. M. J. 50:216 (Feb.) 1957. 10. Feinberg, : 
e low incidence of osteoporosis with compression fracture’ S. M.; Feinberg, A. R., and Fisherman, E. W.: J.4.M.A. 167:58 


(May 3) 1958. 11. Segal, M. S. and Duvenci, J.: Bull. Tufts North- 
east M. Center 4:71 (April-June) 1958. 12. Segal, M. S.: Report to 


Precautions: All traditional precautions to corticosteroid therapy apply. Dosage the A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. i 
should be adjusted to the smallest amount needed to suppress symptoms. 13. Appel, B.; Tye, M. J., and Liebsohn, E.: Antibiotic Med. & 4 
Supplied: Scored tablets of 1 mg. (yellow) ; 2 mg. (pink) ; 4 mg. (white) ; and 
16 mg. (white). Diacetate Parenteral (for intrasynovial and intra-articular injec- 54:648 (Sept.) 1958. 16. 
, tion). Vials of 5 cc. (25 mg./cc.); Diacetate Syrup, bottles of 4 fl. oz. (2 mg. per 5 cc.). Pillsbury, D. M.: J.4.M.A. 167:959 (June 21) 1958. 17. DuBois, i 


E. L.: J.4.M.A. 1671590, 


(Geers) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 


| | 
| 
if 4 


90% of anxious, agitated 

and apathetic office patients 
calmed without drowsiness 
and with normal drive restored... 


on one or two 0.25 mg. tablets b.i.d.: 


This is the pattern of performance for 


PERMITIL 


Fluphenazine dihydrochloride 


In Anxiety and Anxiety-induced Depression 


“In contrast to other phenothiazines, it [PERMITIL] mitigates 
apathy, indifference, inertia and anxiety-induced fatigue. 
Thus, instead of impeding effective performance of daily tasks, 
it increases efficiency by facilitating psychic relaxation. Con- 
sequently, acceptance of this drug, especially by office patients, 
has been excellent.”’! 


@ In 608 patients with anxiety and anxiety-induced fatigue 
or depression, PERMITIL, administered in small daily doses of 
0.5 mg. to 1 mg., produced significant improvement in 90%.? 
@ PERMITIL is virtually free from side effects at recom- 
mended dosage levels. 

m Patients become calm without being drowsy and normal 
drive is restored. 

@ Onset of action is rapid; effect is prolonged. 

m@ PERMiITIL does not potentiate barbiturates or non-barbitu- 
rate sedatives and can be used with impunity with such agents. 
How to prescribe PerMiTIL: The lowest dose of PERMITIL that will pro- 
duce the desired clinical effect should be used. The recommended dose 
for most adults is one 0.25 mg. tablet twice a day (taken morning and 
afternoon). Increase to two 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess of 1 mg. should be employed only in patients with 
relatively severe symptoms which are uncontrolled at lower dosage. In 
such patients, the total daily dose may be increased to a maximum of 


2 mg., given in divided amounts. Complete information concerning the 
use of PEeRMITIL is available on request. 


SUPPLIED: Tablets, 0.25 mg., bottles of 50 and 500. 


REFERENCES: I, Ayd, F. J., Jr.: Current Therapeutic Research 1:41 (Oct.) 1959. 
2. Recent compilation of case reports received by the Medical Department, 


White Laboratories, Inc. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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= more doctors are prescribing - 


= more patients are receiving the benefits of - 


in conge i failure 


“Chlorothiazide was given to 16 
patients for a total of 295 patient- 
treatment days.” ‘‘Chlorothiazide is 
a Safe, oral diuretic with a clinical 
effect equal to or greater than a 
parenteral mercurial.” Harvey, S. D. 
and DeGraff, A. C.: N. Y. State J. 
Med., 59:1769, (May 1) 1959. 


DOSAGE: Edema—One or two 500 mg. tablets 
DIURIL once or twice a day. Hypertension— 
One 250 mg. tablet DIURIL twice a day to 
one 500 mg. tabtet DIURIL three times a day. 


“... Our program has been one of 
polypharmacy in which we attempt 
to deplete body sodium with chloro- 
thiazide. This drug is continued in- 
definitely as background medication 
for all antihypertensive drugs.” 
Moyer, J. H.: Am. J. Cardiology, 
3:199, (Feb.) 1959. 


= more clinical evidence exists for - 


“Chlorothiazide is an excellent agent 
for relief of swelling and breast sore- 
ness associated with the premen- 
strual tension syndrome, since all 
patients [50] with these complaints 
were completely relieved.” Keyes, 
J. W. and Berlacher, F. J.: J.A.M.A., 


169:109, (Jan. 10) 1959. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL 
(chlorothiazide) in bottles of 100 and 1,000. 

DIURIL is a trademark of Merck & Co., INC. 

Additional information is available to the physician on request. 


( - 
in in al edema 


® 


(CHLOROTHIAZIDE) 


than for all other diuretic-antihypertensives combined! 


\ 


“One hundred patients were treated with | “All three of the patients with Laen- “In a study of 10 patients with the 


oral chlorothiazide.” ‘In the presence of nec’s cirrhosis, ascites and edema nephrotic syndrome associated 
clinically detectable edema, the agent was had a favorable response, with a mean with various types of renal disease, 
universally effective.” ‘“Chlorothiazide is weight loss of 8 Ibs., during the five- orally administered chlorothiazide 
at present the most effective oral diuretic day treatment period with a slight was a successful, and sometimes 
in pregnancy.” Landesman, R., Olistein, decrease in edema.” Castle, C. N., dramatic, diuretic agent.” Burch, 
R. N. and Quinton, E. J.: N. Y. State J. Conrad, J. K. and Hecht, H. H.: Arch. G. E. and White, M. A., Jr.: Arch. 
Med., 59:66, (Jan. 1) 1959. Int. Med., 103:415, (March) 1959. Int. Med., 103:369, (March) 1959. 


€> MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 


JOURNAL A.O.A., VOL. 59, APRIL 1960 . 


i 
= 
i 
: 
Af 
i} 
ii 
af 
j 
|| 
‘Be 
| 
= 
in edema of pnancy in cirrhosis wigtt ascites in renal 
i 
4 
: 


is the answer to the question 
“What best relieves the coughs and com- 
plications associated with the allergic man- 
ifestations of respiratory illness?” 


When you prescribe POLARAMINE Expec- 
torant, newest member of the Schering 
POLARAMINE Family, you treat your patient 
with a compound containing an antihistaminic 
which incorporates the very latest developments 
in antihistamine research. This is POLARAMINE 
(dexchlorpheniramine maleate), of greater therapeutic effective- 
ness, safety, and freedom from side effects than other antihis- 
taminics ... and at lower dosages. 


Because of this active, rapid-acting antihistamine factor, 
POLARAMINE Expectorant treats thoroughly and effectively the 
allergic components and manifestations of respiratory illness. 
Congested, delicate membranes of the respiratory tract are soon 
returned to normal. 


POLARAMINE ® Maleate, brand of dexchlorpheniramine maleate. REPETABS®, Repeat Action Tablets. 


A-94 


By augmenting respiratory tract fluid 
output, the two other components of 

POLARAMINE Expectorant— d-isoephed- 
rine, the orally effective bronchodilator 
and decongestant, and glyceryl guaiacolate, 
the superior expectorant — relieve unpro- 
ductive coughing and facilitate expectoration. 
Note also that the d-isoephedrine component 
complements the antihistaminic effect of POLAR- 
AMINE ... helps provide subjective and objective 
relief of respiratory distress. And POLARAMINE Expectorant is 
more delicious than you expect—a new, really different flavor. 
Each teaspoonful (5 cc.) of POLARAMINE Expectorant contains 2 mg. 
POLARAMINE, 20 mg. d-isoephedrine sulfate, and 100 mg. glyceryl guaiacolate. 
Dosage: Adults, | or 2 teaspoonfuls, 3 or 4 times daily. line, ¥% or | 
teaspoonful, 3 or 4 times daily. Supply: 16 oz. bottles. 


A form for every need: POLARAMINE REPETABS, 6 mg., bottles of 100 and 
1000 / POLARAMINE REPETABS, 4 mg., bottles of 100 and 1000 / Tablets, 2 mg., 
bottles of 100 and 1000 / POLARAMINE Syrup, 2 mg./5 cc., bottles of 16 oz. 
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in urologic patients taking 


MANDELAMINE 


brand of methenamine mandelate 


This is why Mandelamine is a most effec- 
tive urinary antibacterial, especially 
for stubborn disorders. Urine-specific 
Mandelamine eradicates most pathogens 
commonly encountered inchronicurinary 
infections—even strains resistant to anti- 
biotics and sulfonamides. Mandelamine— 


Ma-GPo2 


antibacterial, but not_an antibiotic— 
does not produce resistant mutants. 
And systemic reactions are rarely seen. 


Mandelamine... effective, 
well-tolerated, economical. 
Average adult dose, 2 Man- Cae, 


delamine Hafgrams® q.id. 


| 
g 
| 
ig 
id 
| 
3 
j 
; 
| 
: 
’ 


BEFORE: Severe, persistent der- 
| matomycosis of several months 
| 


duration. 


NOW AVAILABLE 
| | WHITE’S VITAMIN 
A&D OINTMENT 


with Prednisolone 


AFTER: Same patient after two 

weeks therapy with Vitamin A and 
_ D Ointment with Prednisolone, 

Medication applied twice daily. 


White’s Vitamin A and D Ointment is now available with Prednisolone (0.5 per cent) in a 
lanolin-petrolatum base. The local anti-inflammatory and anti-pruritic effects of prednisolone 
augment the healing, soothing and protective effects of White’s Vitamin A and D Ointment. 
For dermatoses caused by thermal or chemical irritants, common allergic skin 
disorders and nonspecific pruritus ani and vulvae. Supplied in 10 and 25 Gm. tubes. 


White Laboratories, Inc., Kenilworth, New Jersey. 
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aftet the first dose of 


: brand of phenylazo-diamino-pyridine HCI 

Patients on Pyridium experience welcome many fixed antibacterial-analgesic combina- 
relief from urinary pain, burning, frequency tions. Because Pyridium is extremely well 
and urgency—usually within 30 minutes. tolerated, you can provide pain relief until 
And Pyridium may be given with any uri- the underlying infection is completely con- 
nary antibacterial. In fact, its recommended _ trolled with the antibacterial of 

daily dosage of two 0.1-Gm. tablets t.i.d. your choice. So next time you see ini. 
provides a greater analgesic effect in adults a patient with a painful urinary ee 
than the recommended daily dosage of infection, prescribe Pyridiumy Yeemsraces 
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The first synthetic penicillin 
available 
for general clinical use 


FOR: YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED C' 


PEAK BLOOD 
LEVELS 
HIGHER THAN 
POTASSIUM 
PENICILLIN V 


ORAL ROUTE PROVIDES 
HIGHER INITIAL PEAK 
BLOOD LEVELS THAN 
INTRAMUSCULAR 
PENICILLIN G 


IMPROVED 
ANTIBIOTIC 
ACTION FROM 
ISOMERIC 
COMPLEMENTARITY 
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CONSIDER THESE 6 IMPORTANT THERAPEUTIC ATTRIBUTES OF 


potassium (POTASSIUM PENICILLIN<t 152) 


ANTIBIOTIC REDUCED SOME STAPH 
ACTIVITY | RATE OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH  SYNCILLIN 


TO ORAL DOSE PENICILLINASE — IN VITRO 


BRISTOL 
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FOR HIGHLY EFFECTIVE THERAPY 
OF THE LARGE VARIETY OF INFECTIONS 
CAUSED BY SUSCEPTIBLE PATHOGENS...NEW 


Significance of 
complementary 
action of isomers 


in SYNCILLIN 


Significance of 
higher blood 
levels with 
SYNCILLIN 


Efficacy of 
SYNCILLIN 
against staphylococci 
and other 

resistant organisims 


d 


Be 


The antibiotic effect of the clinically available mixture, 
SYNCILLIN, is greater than that of either of its two com- 
ponent isomers alone against many important patho- 
gens, including some penicillin-resistant staphylococci. 
This phenomenon has been described as Jsomeric 
Complementarity. 


Higher blood levels may be of value with organisms of 
only moderate penicillin sensitivity where doubling the 
blood concentration may be essential for effective bac- 
tericidal action. In addition, these higher levels may be 
necessary where there is infection in areas with a poor 
blood supply. Under these circumstances a higher blood 
concentration may provide the increased diffusion pres- 
sure required to deliver adequate amounts to the tissue. 
Also, antibiotic activity of SYNCILLIN is directly pro- 
portional to oral dosage. Increasing the dosage may, 
therefore, enhance the drug’s effectiveness in certain 
cases. 


Studies have shown that SYNCILLIN is effective in vitro 
against a higher percentage of hospital “‘staph”’ strains, 
than penicillin G and penicillin V.'? Therefore, if clini- 
cal judgment indicates the use of penicillin, SYNCILLIN 
might be expected to be somewhat more effective. How- 
ever, since some strains are still resistant to SYNCILLIN 
as well as to the other penicillins, cultures and sensi- 
tivity tests should be performed where indicated by 
clinical judgment. 

There have recently been reports of decreased efficacy 
of penicillin in streptococcal® and gonococcal*:® infec- 
tions. The emergence of penicillin-resistant gonococci 
appears to be associated with an increase in the inci- 
dence of gonorrhea all over the world. When a less 
sensitive strain is encountered the higher blood levels 
produced by SYNCILLIN may be most helpful. 


major therapeutic advantages accompany molecular asymmetry 
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Relation of 
inlermittent 
high blood levels 
of SYNCILLIN 
to antibacterial 
efficacy 


Reduced rate of 
inactivation 
of SYNCILLIN 
by staph 
penicillinase 


SYNCILLIN, like all clinically available penicillins, is 
bactericidal. Periodic high blood concentrations may 
be sufficient to permit complete eradication of sensitive 
pathogens. According to Eagle,° “Soon after penicillin 
attains effective concentrations, the bacteria cease mul- 
tiplying; and the bacteriostatic effect persists for a 
number of hours after penicillin has fallen to concen- 
trations that are wholly ineffective. . .. The therapeutic 
significance of this postpenicillin recovery period is 
enhanced by the fact that the recovering bacteria, 
damaged but not killed by the previous exposure to pen- 
icillin, are abnormally susceptible to the host defenses. 
In consequence, the bactericidal process in vivo con- 
tinues for many hours after the drug itself has fallen to 
ineffective concentrations.” 


Bacterial resistance to penicillin has been attributed to 
the action of penicillin-inactivating enzymes produced 
by the invading organisms. SYNCILLIN is less affected 
by staphylococcal penicillinase than either of its com- 
ponent isomers. Further, SYNCILLIN is shown to be more 
slowly inactivated by this enzyme than penicillin V or 
penicillin G. Penicillinase from B. cereus likewise inacti- 
vates SYNCILLIN less rapidly than penicillin V or G. 


Indications: SYNCILLIN is recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, corynebac- 
teria, and penicillin-sensitive staphylococci. In addition, SYNCILLIN 
is effective in vitro against certain strains of staphylococci resistant 
to other penicillins. syNCILLIN, like other oral penicillins, is not 
recommended at the present time in deep-seated or chronic infec- 
tions, subacute bacterial endocarditis, meningitis, or syphillis. 


Dosage: 125 mg. or 250 mg. three times daily, depending on the 
severity of infection. Larger doses (e.g., 500 mg. t.i.d.) may be used 
for more severe infections. SYNCILLIN may be administered without 
regard to meals. Beta hemolytic streptococcal infections should be 
treated with SYNCILLIN for at least ten days. 


" BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
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potassium phenethicillin (POTASSIUM PENICILLIN-152) 


Precautions: At the present time 

it is not possible to draw definite 
conclusions regarding the incidence of 
allergenicity to SYNCILLIN or its 
cross-allergenicity with natural 
penicillins. Therefore, the usual 
precautions for oral penicillin therapy 
should always be observed. Patients with 
histories of asthma, hay fever, urticaria, 
or previous reactions to penicillin should 
be watched with special care. Adminis- 
tration of oral penicillin, in rare instances, 
may provoke acute anaphylaxis, 
particularly in penicillin-sensitive 
individuals. 

Diarrhea has been reported occasionally 
following heavy dosage. If this occurs, 
lengthen the interval between desages. 
If superinfection occurs during therapy, 
appropriate measures should be taken. 
Since some strains of staphylococci are 
resistant to SYNCILLIN as well as to other 
penicillins, cultures and sensitivity tests 
should be performed where indicated 
by clinical judgment. As is true with all 
antibiotics, clinical response dees not 
always correlate with laboratory 
bacterial sensitivity reports. 


Supply: 

Tablets —125 mg. and 250 mg. Each 
supplied in bottles of 25 and 100. 
Powder for Oral Solution—when reconsti- 
tuted, 125 mg. per 5 ml., 60 ml. bottles. 
Powder for Pediatric Drops — 1.5 Gm. 
bottles. Calibrated dropper delivers 
0.6 ml. of reconstituted solution 

(125 mg. of SYNCILLIN). 


References: 1. Wright, W. W.: 
Microbiology Report to Bristol Laboratories 
Inc. 2 Morigi, E. M. E.; Wheatley, W. B., and 
Albright, H.: Paper presented at the 
Seventh Antibiotic Symposium, November 
4-6, 1959, Washington, D.C. 3. Editorial: New 
England J. Med. 261:305 (Aug. 6) 1959. 

4. King, A.: Lancet 1:651 (March 29) 1958. 
5. Epstein, E.: J.A.M.A. 169:1055 (March 7) 
1959. 6. Eagle, H. and Musselman, A. D.: 
J. Bact. 58 :475, 1949. 
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to prevent...to relieve... 


post-op distention and ileus 


Surgical stress appears to increase the body’s pantothenic acid require- 
ments. ILOPAN (d-pantothenyl alcohol, W-T) provides additional pantothenic 
acid to aid restoration of normal peristalsis. Clinical studies and hundreds of 
case histories!»2 attest the effectiveness of ILOPAN against postoperative 
retention of flatus and feces — even paralytic ileus — and in reducing the 
need for intestinal intubation, or the period of intubation. 


ILOPAN may be used with a high degree of safety — is Supplied in: 
1 cc. AMPULS 


not contraindicated even under conditions of mechanical bowel (250 mg.) 
obstructions, produces no hyper-peristalsis or cramping, no ‘i 
side effects — and can be routinely administered: by the nurse. 


1. Kareha, L. G., de Quevedo, N. G., Tighe, P., Kehrli, H. J., Emig 
of Ilopan in ‘Postoperative Abdominal tention,” Western J. Surg. 
& Gyn., 66: 220, 


. Stone, M. Schlussel, S., Silberman, E., Mersheimer, W. L., ‘““The 
Prophylaxis wel Treatment of, Postpartum and Postoperative Ileus with 
Pantothenyl Alcohol,’’ Amer. J. Surgery, 97:191, 1959. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland = ““aemaceync®” 
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off to a good day—constipation relieved 


Pleasant-tasting Agoral is the laxative virtually tailor-made for busy people. 
Taken at bedtime, Agoral works effectively and gently overnight, without 
disturbing sleep, to produce a normal bowel movement the next morning- 
before the day’s activities begin. 


the gentle laxative 


MORRIS PLAINS, 
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and the 
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the cough is quiet 
| 
| 


Century 
of Service to Medicine 


thanks to 

® 
PHENERGAN 
EXPECTORANT. 


Promethazine Expectorant, Wyeth 
With Codeine Plain (Without Codeine) 
expectorant antihistaminic 
sedative + topical anesthetic 
| non-narcotic formula too... 
| codeinelike antitussive action without codeine’'s side-effects. 


Pediatric PHENERGAN EXPECTORANT (Promethazine Expec- 
torant with Dextromethorphan, Wyeth) 


For further information on prescribing and administering PHENERGAN 
Expectorant see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa. 
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anorectal comfort in minutes For full symptomatic control 
in hemorrhoids, proctitis and pruritus ani start treatment with 2 Anusol-HC 


suppositories daily for 3 to 6 days to eliminate all inflammatory symptoms 


rapidly and safely. Then maintain lasting comfort with 1 regular Anusol 


anusol 


hemorrhoidal suppositories and unguent 


anusol-HC 


dependable Anusol w/hydrocortisone 


suppository morning and evening and after each bowel movement. Neither 
product contains analgesics or narcotics, will not mask serious rectal pathology. 


MORRIG PLAING, 


t 


SEN VIOLET 


VAGINAL PLETS 


the only 
“SPECIFIC ANTIMYCOTIC 
“VAGINAL TABLET WITH 
A GEL FORMING BASE 


A vaginal therapy: MéihyArSeaniline chloride (gentian violet ) 
has generally proved the most effective and specific agent for the 
treatment of vaginal candidiasis caused by the fungus Candida. 


Hyva Gentian Violet Tablets virtually eliminate the principal dis- 
advantages of present gentian violet preparations. They may be 
handled and used without staining and have 

psychological and aesthetic acceptance. 


Hyva combines the fungicidal action of gentian violet (1.0 mgm. ) 
with three active surface reducing agents and bactericides. * 
These active ingredients have been incorporated into a mildly 
effervescent “gel” forming base which provides for maximum and 


prolonged effectiveness. Shorter treatment time is required 
without the usual messiness normally experienced. 


One tablet intravaginally for 12 nights. When necessary one 
tablet twice daily may be recommended. Patient should take a 
Nylmerate Solution water douche on arising and 

preceding next tablet application. 


Prescribe Hyva Gentian Violet 
Tablets with applicator—boxes of 12 tablets. 


Write for descriptive literature 


*Alkyldimethylbenzylammonium chloride 
(0.5 mgm.) 
Polyoxyethylenenonylphenol (10.0 mgm.) 
Polyethlene Glycol Tert-Dodecylthioether 
(5.0 mgm.) 


HOLLAND-RANTOS CoO., INC. 
145 HUDSON STREET - NEW YORK 13, N.Y. 
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stop her sinus headache In one short year 
Sinutab has proved itself the effective specific for resolving 
sinus or frontal headache. Sinutab promptly and safely 
aborts pain, relieves pressure by decongestion and relaxes 
the patient with mild tranquilization. Verify it for yourself 
—prescribe Sinutab for your next sinus or frontal headache 
cases. You and your patients will be pleased. 


Sinutab 


SIN-MSO2 


resolves sinus headache PLAINS, 


| 


Potent 
Against 
Pathogens.... 


In clinical use for more than 13 years and today the 
most widely prescribed single topical antibacterial, 
Furacin retains undiminished potency against patho- 
gens such as staphylococci that no longer respond ade- 
quately to other antimicrobials. FurAcin is gentle, non- 
toxic to regenerating tissue, speeds healing through 
efficient prophylaxis or prompt control of infection. 
Unique water-soluble bases provide thorough penetra- 
tion, lasting activity in wound exudates, without “seal- 
ing” the lesion or macerating surrounding tissue. 


FURACIN 


brand of nitrofurazone 


the broad-spectrum 
bactericide exclusively 


for topical use 


in dosage forms for every topical need 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


Soluble Dressing 
Soluble Powder 
Solution 

Cream 

HC Cream 


(with hydrocortisone) 
Vaginal Suppositories 
Inserts 


FURESTROL® Suppositories 
(with diethylstilbestrol) 


Special Formulations 
for Eye, Ear, Nose 


4 = 
—— 
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asthmatic...but symptom-free Prophylactic use 
of Tedral helps your bronchial asthma patients breathe normally —live 
actively — avoid the fear and embarrassment of disabling attacks. 1 or 2 
Tedral tablets q.4.h. provide up to 4 hours’ freedom from congestion and 


constriction. Or therapeutically, when stress brings symptomatic flare-ups, 


prescribe | Tedral tablet at the first sign of attack. 


TEDRAL 


the dependable antiasthmatic MORRIS PLAINS, NJ 
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When tension and anxiety “drive him to drink,” the problem 


) drink bh 
drinker often finds that VISTARIL, by maintaining tranquility, 
restores perspective and helps him accept counsel more readily. 
VISTARIL has demonstrated a wide margin of safety even in large 


doses (300-400 mg. daily) over prolonged periods. Clinical stud- 
selec hana ies of alcoholism have shown that VISTARIL produces no signifi- 


dispels tension... cant depression of blood pressure, pulse rate, or respiration in 
maintains tranquility Capsules —25, 50, and 100 mg. Parenteral Solution (as the HCl)— 


25 mg. per cc., 10 cc. vials and 2 cc, Steraject® Cartridges; 50 mg. 
per cc., 2 cc. ampules. 


Professional literature available on request from the Medical Department, 
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hypometabolism 


CYTOMEL 


brand of liothyronine 


offers 5 significant 


advantages 


Rapid clinical improvement 1-4 


Easy, sensitive dosage adjustment 5-7 


Effectiveness in many thyroid-resistant patients 1,8-11 


Value as a diagnostic aid 6,8,11-13 


No evidence of tolerance or cumulative effect 9,11,14 


1. Rose, E.: DaCosta Oration, Philadelphia County M. Soc., Oct. 10, 1956. 2. Kupperman, H.S.: 

Surg. Clin. North America, Apr. 1957, p. 517. 3. Kearns, J.E.: Quart. Bull. Northwestern Univ. 

-M. School 31:97 (Summer) 1957. 4. Dyson, A., and Wood, M.W.W.: Lancet 2:757 (Oct. 13) 1956. 
5. Finkler, R.: J. Am. M. Women’s A. 14:593 (July) 1959. 6. Steinetz, K.: Klin. Wehnschr. 

34:265 (Mar. 1) 1956. 7. Zondek, H., et al.: Acta endocrinol. 18:117 (Feb.) 1955. 8. Foster, H.M.: 

Am. J. Obst. & Gynec. 77:130 (Jan.) 1959. 9. Council on Drugs of A.M.A.: J.A.M.A. 164:972 (June 29) 

1957. 10. Newman, S., and Escamilla, R.F.: California Med. 88:206 (Mar.) 1958. 
SMITH) 11. Frawley, T.F., et al.: J.A.M.A. 160:646 (Feb. 25) 1956. 12.Travell, J., et al.: 3rd 
KLINES Internat. Cong. of Rheumatic Diseases, Aix-les-Bains, France, June 29, 1956. 13. 
FRENCH Helm, A.: Internat. Rec. Med. & Gen. Pract. Clin. 170:86 (Feb.) 1957. 14. Starr, P.: | 
Spectrum 6:262 (May 15) 1958. : 
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THE EFFECTIVENESS AND SAFETY OF 


BENEMID. 


PROBENECID 


IN GOUT 


= 4 1950 | 
Et 
: 


} numerous 
| who have 
i gout should ve 
RENEMID is "“remarkab Pree from toxic side 
- reaction....Patients tolerate the drug well. Me 
‘ 
nenecid /RENVEMTN 
With 0; nent 
out interruption."3 nerea fte 
mith, R. T. 
Which Rheumatic Disease? 


tion, Atlantic 
city 
1959, 


0.5 Gm. tablets, bottles of 100 and 1000. 
ohme, West Point, Pa. 


|LADELPHIA 1, PA. 


Supply: 
ofessional Services, Merck Sharp & D 


For additional information, write Pr 


Qo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PH 


BENEMIO 15 A TRADEMARK OF merck & CO., INC. 


LA 
mes 
: 
SP 
ans i 


Before application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation 
of skin. 


Before application of White’s Vitamin A & D 
Ointment—Treatment-resistant varicose ulcer in 
elderly obese patient. 


Before applications of White's Vitamin A & D 
Ointment — Severe pressure sore in area over 
greater tuberosity of femur. 


After application of White’s Vitamin A & D 
Ointment at every diaper change—Diaper rash 
has completely disappeared within one week. 


After daily treatment with White's Vitamin A 
& D Ointment—Completely healed ulcer pho- 
tographed five weeks after the start of treat- 
ment with White’s Vitamin A & D Ointment. 


After daily treatment with White’s Vitamin A 
& D Ointment—The sore is now filled with 
granulation tissue and shows signs of re- 
epithelization at margins. 


Supplied in 1% and 4 oz. tubes; 1 Ib. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., 


KENILWORTH, NEW JERSEY 
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broad-spectrum antibiotic therapy 
with minimum risk of moniliasis 


giucosamine-potentiated tetracycline with nystatin 


particularly valuable antibiotic therapy for those patients 
susceptible to secondary fungal infections 


supplied: 
Cosa-Tetrastatin Capsules (pink & black) 
250 mg. Cosa-Tetracyn® plus 250,000 u. nystatin 


Cosa-Tetrastatin Oral Suspension (orange-pineapple flavor) 
2 oz. bottle, each tsp. (5 ec.) contains 125 mg. Cosa-Tetracyn® plus 
125,000 u. nystatin 


Science for the world’s well-being™ 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


JOURNAL A.O.A., VOL. 59, APRIL 1960 ’ A-115 


| 
— 
| 
j 
| 
¥ 


i 


= 
& =. 5 
2 
hours or more. MORE THOROUGH RELIEF—permits uninterrupted i 
eep through the night. RARELY CONSTIPATES—excellent for 
| 
1 PeErcopAN® Tablet contains 4.! dihyed none hi 
‘ide, 0.38 mg. dihydrohydroxycodeinone terephthalate, 0.38 mg. homa- 
| ENDO LABORATORIES : 
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DEXAMETHASONE 


treats 


a f 45 arthritic pati 
were refractory” 
_to other corticosteroi 


~ @ Merck Sharp & Dohme 


92 were successfully 
treated with Decadron” 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et al.; Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. 
DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


H 


4. 


OOO 00000000000 0000000000000 
4 A A iI 
tS 
; H j 4 
— 
j 
i i i i i i i i i i i i i i 
i 


WITH HYDROCORTISONE 


microbicidal « anti-inflammatory « antipruritic 


unique topical microbicide | 
not an antibiotic - not a nitrofuran 


CONSISTENT RESPONSE 
IN SKIN INFECTIONS 


REGARDLESS OF VIRULENCE, RESISTANCE, CHRONICITY 


A DISTINCTIVE ANTIMICROBIAL, TRIBURON PREVAILS OVER PRIMARY AND 
SECONDARY INVADERS PROMPTLY, SAFELY, WITH NO SIGNIFICANT LOSS 
OF ORGANISM SENSITIVITY.’ TWO FORMS: TRIBURON FOR SKIN AND WOUND 
INFECTIONS, TRIBURON-HC (WITH HYDROCORTISONE) TO COUNTER ITCHING 
AND INFLAMMATION AS WELL AS INFECTION. BOTH HAVE ACHIEVED IM- 
PRESSIVE CLINICAL RECORDS: @EFFECTIVE IN OVER 90% OF PATIENTS?*5 
@ Dramatic RESPONSES IN CHRONIC CONDITIONS* @MICROBICIDAL 
EVEN AGAINST RESISTANT STRAINS OF STAPH. AND STREP."4 @virtu- 
ALLY NONSENSITIZING AND NONIRRITATING?> @STAINLESS, ODORLESS, 
“HIGHLY ACCEPTABLE”’®. 
EFFECTIVE THERAPY FOR: IMPETIGO, FOLLICULITIS, FURUNCULOSIS, ECTHYMA, 
ECZEMA, ACNE, ATOPIC DERMATITIS, NEURODERMATITIS, CONTACT DERMATITIS, 


STASIS ULCERS, HYDRADENITIS, SEBORRHEIC DERMATITIS, INFECTIOUS ECZEMA- 
TOUS DERMATITIS, WOUNDS AND LACERATIONS. 


) TRIBURON—FOR ALi SKIN AND WOUND INFECTIONS REQUIRING CONSISTENT ANTIBACTERIAL ACTION, AND FOR PRE- 
VENTION AND TREATMENT OF POST-BURN INFECTIONS. (TRIBURON-IMPREGNATED DRESSINGS CAN BE AUTOCLAVED.) 
AVAILABLE: OINTMENT, CONTAINING 0.1 PER CENT TRIBURON CHLORIDE, IN 1-OZ TUBES AND 1-LB JARS. 


TRIBURON-HC—FOR INFLAMMATORY AND ECZEMATOID DERMATOSES WHERE ANTI-INFLAMMATORY AND ANTIPRURITIC BENEFITS 


AS WELL AS ANTIBACTERIAL EFFECTS ARE REQUIRED. 
AVAILABLE: OINTMENT, CONTAINING 0.1 PER CENT TRIBURON CHLORIDE PLUS 0.5 PER CENT HY ORT E, IN 5-GM AND 


20-GM TUBES. 


REFERENCES: 1. R. J. SCHNITZER, E. GRUNBERG, W. F. DELORENZO AND R. E. BAGDON, ANTIBIOTICS & CHEMOTHER., 9:267, 1959. 
‘ 2. R. C. V. ROBINSON, ANN. NEW YORK ACAD. SC., 82:(ART. 1), 144, 1959. 3. E. EDELSON, E. GRUNBERG, A. D. CALABRESE AND T.V. MORTON, 

IBID., P. 124. 4. P. L. WILLIAMS, IBID., P. 135. 5. F. T. BECKER AND J. L. TUURA, IBID., P. 131. 6. S. M. BLUEFARB, IBID., P. 119. 
TRIBURON® CHLORIDE —N,N’ BIS[1- METHYL -3 -(2, 2, 6-TRIMETHYLCYCLOHMEXYL)PROPYL]-N,N’-DIMETHYL -1,6-HEXANEDIAMINE BIS (METHO- 


CHLORIDE) 


ROCHE LABORATORIES * DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10, N. J. 
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the spot coverage 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Athlete’s foot is caused by fungi invading the horny, keratinized 
layers of the skin that are not reached by the normal blood supply. 
Desenex applied topically to superficial fungous infections brings the 
antifungal undecylenic acid and zinc undecylenate into direct contact 
with the fungi. Hundreds of thousands of cures in athlete’s foot have 
resulted from topical treatment with Desenex — proved to be among 
the least irritating and best tolerated of all potent fungicidal agents. 
Pennies per treatment — Desenex Ointment may be applied liberally 
to both feet every night for a week and a half from a single tube. 


® 
ointment & powder & solution D BS 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 
PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-01 
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asleep... 
| drug gec 


For a night of deep, refreshing sleep and a lively awakening... Noludar 300...one capsule at 
bedtime promises 6 to 8 hours. of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problem. One capsule at bedtime. Chances are he’ll tell you 


“Tslept like a log” 


OLUDAR 300 


brand of methyprylon 800-mg capsules 


4 
ROCHE LABORATORIES Division of Hoffmann-La Roche Inc + Nutley 10. New Jersey : 


in eight years Novahistine hasn’t cured a single cold—but it has brought 


prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine...promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients wha misuse topical applications. » For long-lasting ‘‘Novahistine Effect”’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient’s discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


i fa PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. « Indianapolis 6, Indiana 


Novahistine] 


LONG-ACTING 
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The Upjohn Company, Kalamazoo, Michigan 


Prescribe Orinase 
release native insulin 


Before: During: After: 

Microphotograph showing Degranulation following Regeneration of granules 
insulin granules in beta cellof administration of Orinase. following termination of 
pancreas of normal dog. Note complete release Orinase dosage. 


of native insulin. 


In the presence of 
a functional pancreas, 
Orinase causes the 
secretion of native insulin 
via normal channels. 
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sa proven drug— 
supported by extensive clinical ex- 
perience during the last ten years 


= selective physiologic 
action— 

unlike most nitrites, dilates coro- 
nary vessels principally, with mini- 
mal peripheral effects, so that 
coronary blood flow is increased 
with no significant change in blood 
pressure or pulse rate 


= exceptionally safe— 

safe for prolonged use—essentially 
free from side effects—tolerance has 
not been reported—no hypotension, 
orthostatic or otherwise, has oc- 
curred—so safe, it is used routinely 
even after a coronary 


8 effective in mildest to 
severest angina pectoris — 

4 out of 5 patients experience re- 
duced frequency and severity of 
anginal attacks, increased exercise 
tolerance, lowered nitroglycerin de- 
pendence, improved ECG findings 


= ideal in postcoronary 
convalescence — 

helps establish and sustain collat- 
eral circulation to reduce the extent 
of myocardial damage, to encour- 
age natural healing and repair, to 
minimize ensuing anginal attacks 


a adaptable prophylaxis — 
available in several formulations to 
meet the individual requirements 
of patients with coronary artery 
disease: Peritrate 20 mg. for basic 
prophylaxis, Peritrate with Pheno- 
barbital for the apprehensive pa- 
tient, Peritrate Sustained Action for 
convenient 24-hour protection with 
just 2 tablets daily. 


WARNER 
CHILCOTT 


MORRIS PLAINS, N.J. 
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TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


Each Kanulase tablet contains Dorase* 
320 units,combined with pepsin, N.F., 
150 mg.; glutamic acid HCI, 200 mg.; 
pancreatin, N.F.,500mg.;oxbileextract, 


and those patients having 100 mg. Dosage: 1 or 2 tablets at meal- 
time. Supplied: Bottles of 50 tablets. 


digestive disorders @ KANULASE 
DORSEY BRAND OF CELLULASE, EXPRESSED AS DIGESTIVE ACTIVITY UNITS. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 


A biochemical compound 
used to diminish intestinal 
gas in healthy persons 
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‘Strasionic’ 


Release 


Makes the 
Big Difference 


“One of the most satisfactory means 
of developing a sustained 
release medication is to 
prepare a chemical compound 
of the drug with an ion 
exchange resin.” Cass, L. J., 
and Frederik, W. S. 

—Annals of Internal Medicine, 
49:151-160, July, 1958 


The rate of drug release from 
such resin compounds depends 
only upon fotal concentration 

of cations H+, Nat, K+, etc. 
found in the gastrointestinal 
fluids. Since this concentration 
is nearly constant throughout 
the entire G-I tract, ‘Strasionic’ 
(controlled ionic) release is 
uniformly continuous and predictable. 


‘Strasionic’ release, originated 
by Strasenburgh, is best 
for sustaining 
therapeutic action. 


BIPHETAMINE® 
IONAMIN ™ 
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Past tense 


For the first time in months, this dad really feels like joining 
in the family fun. In the past, he had been far too tense 
either to devote a casual hour to usual father-son diversions 
or to answer the host of questions invariably posed by an 
inquisitive youngster. 

He actually enjoys helping junior build a model plane, 
because he “feels good” and is genuinely interested. The 
reason: Levanil does not isolate or insulate, as many tran- 
quilizers do. 


for equanimity 
without 
somnolence 


Levanil 


Trademark, Reg. U. S. Pat. Off.— 
brand of ectylurea, Upjohn 


THE UPJOHN COMPANY | Upjohn | 
KALAMAZOO, MICHIGAN 
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BIPHETAMINE 


A 'STRASIONIC’ RELEASE ANORETIC RESIN 


FOR THE 
“SEDENTARY” OVEREATER... 


BIPHETAMINE ‘20’ 
(20 mg.) 


BIPHETAMINE ‘12'" BIPHETAMINE 


(12.5 mg.) (7.5 mg.) 


Each capsule of each strength contains equal 
parts of d-amphetamine and dl-amphetamine 
as cation exchange resin complexes of 
sulfonated polystyrene. 


IONAMIN 


A ‘STRASIONIC’ ANORETIC RESIN 


FOR THE 
“ACTIVE” OVEREATER... 


IONAMIN‘3O0’ IONAMIN ‘185’ 


(30 mg.) (15 mg.) om 


Each capsule of each strength contains @ 
phenyl-fert.-butylamine as a cation exchange Q 
resin complex of sulfonated polystyrene. ~ 


a 


Single Capsule Daily Dose 10 to 14 hours before retiring 


STRASENBURGH 
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SPRAIN, 
STRAIN, 
LOW 
PAIN 


can resist the rapid 
relief of 


CARISOPRODOL 


Rela is most useful in the areas where narcotic analgesics are unwarranted 
and where salicylates are inadequate. Its muscle-relaxant properties are 
dependable yet significantly free of the limitations or problems often asso- 


ciated with other relaxants. 


Rela relaxes acute muscle spasm. Relief of muscle spasm (excellent to good 
effectiveness in the majority of patients).* 


RELA—SCHERING’S wvocesicN 4 
RELAXES MUSCLE TENSION 
FOR MORE ADEPT MANAGEMENT (i 
OF BOTH SPASM AND ITS PAIN Aa 


Rela provides persistent pain relief through its relaxant and analgesic actions. 
“Relief from pain was usually rapid and sometimes dramatic.”* 


Rela provides comfort free of spasm and pain.‘“‘A number of patients reported 
freedom from insomnia which they attributed to freedom from pain. 


MYOGESIC: MUSCLE 


H-252 


994 


1. Kuge, T.: To be published. 
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Check cough 8-12 hours 


“ee? 
A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoloxamine Resin 
wre” e Permits Natural Discharge of Mucus 3 
\ Gr Predictable Antitussive Action 
——— ence e@ Minimum Amount of Narcotic 
pirre 
TWO FORMS: Tussionex Thixaire™ Suspension e Tussionex Tablets 
Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydro- Dose: 1 teaspoonful or tablet q 12h. Children under 1 year, 
= and 10 mg. phenyltoloxamine as resin com- 1% teaspoonful q12h; 1-5 years, % teaspoonful q12h. 
plexes. 
Rx only. Class B taxable narcotic. 
. Tussionex—made and marketed only by 
STRASENBURGH LaBoRATORIES 
ROCHESTER, N.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 
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life 


tues wed thurs 


QUALITY / RESEARCH / INTEGRITY 


MI-CEBRIN ... broad vitamin-mineral 


support to help maintain tissue integrity 


*“Mere duration of life is not enough,” stresses 
Spies;! “. . . we must devise methods which 
make old age wait.” These, he says, are chiefly 


Mi-Cebrin supplies 11 vitamins and 10 min- 
erals in an attractive, easy-to-take tablet. Just 
one tablet a day will prevent practically all 


dependent on nutrition and the metabolic state. 
Although nutrition is a problem that involves 
all essential nutrients, vitamins and minerals 
play a vital role in the production and main- 
tenance of healthy tissues. 


1. Spies, T. D.: The Influence of Nutritional Processes on Aging, South. M. J., 50:216, 1957. 


FHE PHYVYSICIAN’S 


known vitamin-mineral deficiencies. Prescribe 
Mi-Cebrin as a part of your total effort to ex- 
tend the prime of life of your adult patients. 


Mi-Cebrin® (vitamin-mineral supplements, Lilly) 


Ling’ 
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Conventions and 
meetings 


American College of Osteopathic Sur- 

annual meeting, Statler Hotel, 
Dallas, Texas, October 30-November 3. 
Executive Secretary, Mrs. E. F. Martin, 
P.O. Box 488, Coral Gables, Florida. 


American Osteopathic Association, 
Sixty-Fourth Annual Convention, 
Muehlebach Hotel, Hotel Aladdin, 
Hotel Phillips, Municipal Audito- 
rium, Kansas City, Mo., July 18-22. 
Program Chairman, Raymond L. 
Ruberg, 4614 Wayne Ave., Phila- 
delphia 44. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Brown Palace Hotel, Denver, Colo- 
rado, September 26-28. Executive Secre- 
tary, Arthur A. Martin, Box 472, Kirks- 
ville, Missouri. 


Arizona, annual meeting, E] Conquis- 
tador Hotel, Tucson, May 6-8. General 
Chairman, Everett W. Gibson, 101 W. 
Ajo Way, Tucson. Executive Secretary, 
Mr. Stanley N. Schultz, Pina Plaza Bldg., 
Suite 213, 2030 E. Broadway, Tucson. 


Arkansas, annual meeting, Albert Pike 
Hotel, Little Rock, May 1-2. Chairman, 
H. V. Glenn, 424 S. Main St., Stuttgart. 
Secretary, R. M. Packard, 726 W. Wal- 


nut St., Rogers. 


California, annual meeting, Hotel Del 
Coronado, Coronado, April 27-30. Pro- 
gram Chairman, S. J. Aquila, 5622 Van 
Nuys Blvd., Van Nuys. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 4775 
Santa Monica Blvd., Los Angeles 29. 


Florida, annual meeting, Hotel Robert 
Meyer, Jacksonville, September 26-28. 
Program Chairman, Ralph L. Fischer, 
333 Fourth Ave., Jacksonville Beach. 
Executive Director, Mr. Barton K. Johns, 
5009 Central Ave., Tampa 3. 


Georgia, annual meeting, King and 
Prince Hotel, St. Simons Island, June 6- 
8. Program Chairman, Richard A. Payne, 
4071 Glenwood Rd., Decatur. Secretary, 
Raymond S. Houghton, 314 N. Dawson 
St., Thomasville> 


Idaho, annual convention, with Utah 
and Wyoming, at Pocatello, Idaho, June 
17-19. Program Chairman, L. D. Ander- 
son, 308 Eastman Bldg., Boise. 


Illinois, annual meeting, Palmer House, 
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blade sterility. 


BP 


The traditionally sharper carbon steel B-P 
RIB-BACK Blades in the contemporary 
sterile packages, designed for time-saving 
convenience. Individual unopened packages 
are ready for autoclaving—if desired. 


The uniformity with which these individual, 
puncture-resistant, reinforced foil packages 
can be opened is a further safeguard of 


Ask your dealer 


BARD-PARKER COMPANY, INC, 
DANBURY. CONNECTICUT 


STERNE 
Rib Back 


B-P RIB-BACK 
Blades are alsc avail- 
able: RACK-PACK 
packages or 6 Blades 
of a size in rust-re- 
sistant wrappers. 


A DIVISION OF BECTON. DICKINSON AND COMPANY 


B-P + IT'S SHARP » RACK-PACK + RIB-BACK are trademarks 


Chicago, April 29-May 1. Executive Sec- 
retary, Mr. D. O. Durkin, Room 521, 53 
W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, Marott Ho- 
tel, Indianapolis, May 14-17. Program 
Chairman, William Lynn Adams, 1500 
N. Delaware St., Indianapolis 2. Secre- 
tary, Arabelle B. Wolf, 4840 N. Michi- 
gan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, 
Des Moines, May 22-24. Program Chair- 
man, Jean F. LeRoque, 3305 S.W. Ninth 
St., Des Moines 15. Secretary, Mr. Her- 
man W. Walter, 519-20 Insurance Ex- 
change Bldg., Des Moines. 


Maine, annual meeting, Samoset Ho- 
tel, Rockland, June 23-25. Program 


Chairman, David A. Patriquin, Kezar 
Falls. Executive Secretary, Mr. George 
R. Petty, Monmouth. 


Michigan, annual meeting, Pantlind 
Hotel, Grand Rapids. Executive Secre- 
tary, Mr. Floyde E. Brooker, 81 Glen- 
dale, Highland Park 3. 

Minnesota, annual meeting, Nicollet 
Hotel, Minneapolis, May 5-7. Secretary, 
E. R. Komarek, 301 Granite Exchange 
Bldg., St. Cloud. 


Montana, annual meeting, Glacier 
Park Lodge, East Glacier Park, August 
5-6. Program Chairman, C. G. Sundelius, 
7-9 K-M Bldg., Kalispell. Secretary, 
Donald H. Schmidt, 506 26th St., N. 
Great Falls. | 
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outstanding advantages over many previously 


accepted chemotherapeutic and antibiotic agents” 


® In 
C 
effective perorally against the majority P 
of common infections caused by pathogenic bacteria 


including the antibiotic-resistant staphylococci 


ALTAFuR is available in tablets of 250 mg. (adult) and 50 mg. (pediatric), bottles of 20 and 100. 
1, Lysaught, J. N., and Cleaver, W.: Proceedings of the Detroit Symposium on Antibacterial 
Therapy (Michigan and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959). 


THE NITROFURANS ...a unique class of antimicrobials 


Ae 


EATON LABORATORIES, NORWICH, NEW YORK 
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National Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 25-27. Program 
Chairman, Robert R. Tonkens, 8218 
Winner Rd., Kansas City 25, Mo. Secre- 

, Stan J. Sulkowski, 409 Scarritt Ar- 
cade, 819 Walnut St., Kansas City 6. 


New Mexico, annual meeting, Western 
Skies Hotel, Albuquerque, April 14-16. 
Program Chairman, M. C. Sims, 119 
Quincy St., N.E., Albuquerque. Secre- 
tary, Lory Baker, 400 N. Church St., Las 


Cruces. 


Northwest Osteopathic Convention, 
Ridpath Hotel, Spokane, Washington, 
June 20-22. Program Chairman, Wilbert 
B. Saunders, 4730 University Way, Seat- 


tle 5. 


Ohio, annual meeting, Neil House, 
Columbus, May 1-4. Program Chairman, 
W. B. Carnegie, 2600 Wooster Rd., 
Rocky River 16. Executive Secretary, 
Mr. William S. Konold, 53 W. Third 
Ave., Columbus 1. Refresher course, Ho- 
tel Cleveland, Cleveland, October 22-23. 
Executive Secretary, Mr. William S. 
Konold, 53 W. Third Ave., Columbus 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 2-4. Program Chair- 
man, M. Paul Christianson, 901-02 Pigott 
Bldg., Hamilton. Secretary, Eric B. 
Johnston, 2920 Bloor St., W., Toronto 18. 

Oregon: See Northwest Osteopathic 
Convention. 


South Dakota, annual meeting, Catar- 
ract Hotel, Sioux Falls, May 1-2. Pro- 
gram Chairman, Herman E. Gegner, 509 
S. Minnesota Ave., Sioux Falls. Secre- 
tary, Earl W. Hewlett, 417 W. 27th St., 
Sioux Falls. 


Texas, annual meeting, Baker Hotel, 
Dallas, April 28-30. Program Chairman, 
Roy B. Fisher, 1001 Montgomery St., 
Fort Worth 7. Executive Secretary, Phil 
K. Russell, 512 Bailey St., Fort Worth 7. 


Utah: See Idaho listing. 


Virginia, annual meeting, Williamsburg 
Inn, Williamsburg, May 27-28. Program 
Chairman, Felix D. Swope, 126 N. Co- 
lumbus St., Alexandria. Secretary, O. M. 
Wakefield, 2022 Atlantic Ave., Virginia 
Beach, 


Washington: See Northwest Osteo- 
pathic Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 15-17. 
Program Chairman, Albert Molisky, 570 
Main St., Follansbee. Executive Secre- 
tary, Mr. Gilbert D. Brooks, 313 Berman 
Bldg., Charleston 1. 


Wisconsin, annual meeting, Lake Lawn 
Lodge, Delavan, May 11-13. Program 
Chairman, James S. Crane, 407 W. Sil- 
ver Spring Dr., Milwaukee 17. Secretary, 
V. L. Sharp, 3924 S. 51st St., Milwau- 
kee 19. 


Wyoming: See Idaho listing. 
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in coronary insufficiency 


Metamine® Sustained helps 
you dilate the coronaries on 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary 
vasodilator. Pharmacological studies at McGill University demonstrated that 
METAMINE “exerts a more prolonged and as good, if not slightly better coronary 
vasodilator action that nitroglycerin . . .”1 Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor effect than does nitroglycerin.? 
Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,? and, given 
b.i.d., is ideal medication for the patient with coronary insufficiency. Bottles of 
50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, METAMINE 
WITH BUTABARBITAL SUSTA"NED, METAMINE SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. (>.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, 
F.: Arch Internat. de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L. E.: 
Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Shes Looming & Cenc. New York 17,N.Y. 


*Patent applied for 


California Professional examinations 
June 29-July 1, Los Angeles. Address 
Glen D. Cayler, D.O., secretary, Board 
of Osteopathic Examiners, 1013 Forum 
Bldg., Sacramento 14. 


State and 
‘national boards 


Alabama Professional examinations 
June 20-22. Address State Board of 
Medical Examiners, D. G. Gill, M.D., 
State Office Bldg., Montgomery 4. 


Arizona Those interested in profes- 
sional examinations should contact Rus- 
sell Peterson, D.O., secretary, Osteopath- 
ic Board of Registration and Examina- 
tion in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix. 


Colorado Professional examinations in 
June. Address State Board of Medical 
Examiners, Miss Mary M. McConnell, 
executive secretary, 715 Republic Bldg., 
Denver 2. 

Basic science examinations May 4-5 at 
second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave., and Lincoln St., 
Denver. Applications must be filed by 
April 20. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 
Ogden St., Denver 18, 
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COSA-TERRAMYCIN’ 


Oxytetracycline with glucosamine 
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the 

margin 
of A 
difference 
in 


ty 


respiratory 


infections 


CAPSULES 


The greater effectiveness, proven safety 
and outstanding toleration of Terramycin 
provide a margin of difference for 

swift response and uncomplicated recovery. 


This margin is further extended by convenient, 
economical, ready-to-use Terramycin 
Intramuscular Solution followed by oral 
Cosa-Terramycin—the compatible, coordinated 
course of broad-spectrum therapy worthy 

of consideration for your next patient with a 
respiratory infection. 


Phizery Science for the world’s well-being™ 


Pfizer Laboratories, Div., Chas, Pfizer & Co., Inc, 
Brooklyn 6, Y. 


Supply: Cosa-Terramycin ‘Capsules—250 mg. and 125 
mg. New Cosa-Terrabon* Oral Suspension—125 mg./ 
5 cc, (tsp.), preconstituted, fruit flavored, bottles of 2 
oz. and 1 pint. New Cosa-Terrabon Pediatric Drops— 
100 mg./cc, (5 mg./drop), preconstituted, fruit fla- 
vored, 10 cc. bottle with calibrated plastic dropper. 
Terramycin Intramuscular Solutiont—ampules of 100 
mg./2 ce, and 250 mg./2 ce. 


Terramycin is also available in @ variety of topical and 
local forms to meet specific therapeutic requirements. 
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Connecticut Basic science examina- 
tions June 11. Address Miss M. G. Reyn- 
olds, executive assistant, State Board of 
Healing Arts, 110 Whitney Ave., New 
Haven 10. 


Delaware Professional examinations 
July 12-14. Address State Board of Med- 
ical Examiners, Joseph S. McDaniel, 
M.D., secretary, Professional Bldg., 


Dover. 


District of Columbia Professional ex- 
aminations June 13-14. Applications must 
be filed in advance. Address Dr. Paul 
Foley, deputy director, Department of 
Occupations and Professions, 1740 Mas- 
sachusetts Ave., N. W., Washington 6, 
D. C. 

Basic science examinations May 23-24. 
Applications must be filed by May 1. 
Address Dr. Paul Foley. 


Florida Professional examinations in 
June. Applications must be filed prior 
to June 1. Address Board of Osteopathic 
Examiners, Thomas F. Sheffer, D.O., Las 
Olas Hospital, 1516 E. Las Olas Blvd., 
Ft. Lauderdale. 


Florida William E. White, Jr., D.O., 
has been appointed to the State Board 
of Osteopathic Medical Examiners to suc- 
ceed Dr. W. S. Horn, resigned. Drs. Ed- 
mund T. Flynn and Thomas F. Sheffer 
have been reappointed and their new 
terms will expire August 16, 1962. Dr. 
Flynn is the newly elected chairman, 
Dominic Raffa, vice chairman, and Dr. 
Sheffer, secretary-treasurer. 


Georgia Professional examinations 
July 5. Address Mr. C. L. Clifton, Joint 
Secretary, State Examining Boards, 224 
State Capitol, Atlanta. 


Hawaii For information on examina- 
tion dates write to Frank O. Gladding, 
D.O., secretary, Board of Osteopathic 
Examiners, 504 Kauikeolani Bldg., 116 
S. King St., Honolulu 13. 


Idaho Professional examinations June 
9. Address Mrs. Nan K. Wood, director, 
Occupational License Bureau, Depart- 
ment of Law Enforcement, State House, 
Boise. 


Illinois Examinations July 12-14 at 
160 N. La Salle St., Chicago. Applications 
must be filed by the middle of June. 
Address Mr. Frederic B. Selcke, superin- 
tendent, Department of Registration and 
Education, Capitol Bldg., Springfield. 


Indiana Professional examinations in 
June. Address State Board of Medical 
Registration and Examination, Miss Ruth 
V. Kirk, executive secretary, 538 K. of P. 
Bldg., Indianapolis 4. 


Iowa Professional examinations May 
12-13 at Senate Chamber, State House, 
Des Moines. Applications must be filed 
15 days prior to examination. Address 


Mr. H. W. Walter, assistant secretary, 
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Osteopathic Board of Examiners, 519-20 
Insurance Exchange Bldg., Des Moines. 

Basic science examinations April 12 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


Kansas_ Professional examinations in 
June. Address Frances J. Nash, M.D., 
State Board of Healing Arts, New Broth- 
erhood Bldg., Kansas City. 

Basic science examinations June 10-11 
at University of Kansas Medieal Center, 
Kansas City. Applications must be filed 
30 days prior to date of examination. Ad- 
dress Dr. L. C. Heckert, secretary, State 
Board of Basic Science Ex :miners, Pitts- 
burg. 


Kentucky Professional examinations 
June 6-7. Henry Clay Hotel, Louisville. 
Address Mrs. Ray Wunderlich, Director, 
Medical Licensure & Registration, State 
—s of Health, 620 S. Third St., Louis- 

ille 2. 


Maine Professional examinations June 
14-15. Address George Frederick Noel, 
D.O., secretary, State Board of Osteo- 
pathic Examination and Registration, 20 
Monument Square, Dover-Foxcroft. 


Maryland Professional examinations 
in June. Address Christopher L. Ginn, 
D.O., secretary, State Board of Osteo- 
pathic Examiners, 19 W. Mulberry St., 
Baltimore 1. 


Three sound reasons why only the new 


DRUGS 


OF CHOICE 


1960-1961 


helps solve all therapeutic problems 


Edited by WALTER MODELL, M.D., Director, Clinical Pharmacology and Associate Pro- 
fessor of Pharmacelogy, Cornell University Medical College. Written by 46 eminent 
clinicians and educators. Just published, 958 pages, 634” x 944”, 24 figures. Price, $13.50. 


1. THE BOOK THAT LETS YOU MAKE THE DECISIONS 

Here is a book you can turn to for sound, practical guidance in solving nearly 
all your therapeutic problems. Unlike any other drug therapy book available, 
DRUGS OF CHOICE 1960-1961 critically reviews all important drugs—both 
old and new—and gives you the basis for choosing one over another. It is the 
one book that lets you make every therapeutic decision yourself—a decision 
based on the latest clinical evaluation of drugs for this disease plus your knowl- 
edge of the patient’s history and condition. 


2. UNBIASED OPINION OF 46 SPECIALISTS ; 
Not an arbitrary or peremptory guidebook to one or two preferences for treat- 
ment, this new volume is an authoritative reference that can provide you with 
the unbiased clinical evaluation of drugs based on the knowledge and experi- 


ence of 46 eminent clinicians. 


3. MORE COMPREHENSIVE AND UP TO DATE 

Reappraising all drugs in the light of the almost 800 that have emerged since 
the publication of the first book in this series, DRUGS OF CHOICE 1960-1961 
is the most comprehensive, up-to-date evaluation of therapeutic agents available. 
Seven new chapters discuss therapeutic problems of particular interest to 
physicians at this time. Especially helpful is the new integrated Drug Index 
at the back of the book which allows you to locate a particular drug by trade 
name and by generic name without paging through the various chapters just to 
determine the condition for which the drug is recommended. 


— — —Mark and Mail This Coupon to Order on 10 Day Approval— — — 4 


| The C. V. MOSBY Company | 
| 3207 Washington Boulevard, St. Louis 3, Missouri Date. 
send me on 10 d al a copy of Modell, DRUGS OF CHOICE 1960-196! 
priced at $13.50. | if | am not satisfied | can return the book 
| within 10 days with no charge or obligation. If ce is enclosed, pays the | 
ing charge 
Payment Charge account | 
Name 
| city Zone. St | 
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soothe, protect, 
lubricate, decongest, 
aid healing 


NEW: Desitin HC 
hemorrhoidal Suppositories 
with Hydrocortisone 
to control severely inflamed 
anorectal conditions — then 
maintain comfort with regular 
Desitin Suppositories. 


for Somples and literature write... 
DESITIN CHEMICAL COMPANY = 812 Branch Avenue, Providence 4, R. |. 


Sciences, Box 9355, University of Ne. 
vada, Reno. 


New Jersey Professional examinations 
June 21-24. Address Mr. Michael E, 
Sweeney, administrative secretary, Board 
of Medical Examiners, 28 W. State $t., 
Trenton 8. 


New Mexico Professional examina- 
tions June 15. Address L. D. Barbour, 
D.O., secretary, Board of Osteopathic 
Examination and Registration, Roswell 
Osteopathic Hospital, Roswell. 

Basic science examinations July 17, 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


New York Professional examinations 
in June. Address John W. Paige, M.D., 
chief, Bureau of Professional Examina- 
tions and Registrations, 23 S. Pearl St., 
Albany. 


North Carolina Professional examina- 
tions in July. Address State Board of 
Osteopathic Examination & Registration, 
Joseph H. Huff, D.O., secretary, 330 W. 
Front St., Box 1177, Burlington. 


North Dakota Professional examina- 
tions in July. Address State Board of 
Osteopathic Examiners, M. J. Hydeman, 
D.O., secretary, 417% Broadway, Bis- 
marck. 


Ohio Professional examinations in 
June. Address H. M. Platter, M.D., sec- 
retary, State Medical Board, 21 W. Broad 
St., Columbus 15. 


Oregon Professional examinations in 
July. Address State Board of Medical 
Examiners, Mr. Howard I. Bobbitt, ex- 
ecutive secretary, 609 Failing Bldg., 
Portland 4. 


Pennsylvania Professional examina- 
tions July 13-14. Applications must be 
on file 15 days prior to examination to- 
gether with intern training certificate. 
Address State Board of Osteopathic Ex- 
aminers, Mrs. Katherine M. Wollet, sec- 
retary, Bureau of Professional Licensing, 
501 Education Bldg., Harrisburg. 


Rhode Island Professional examina- 


Massachusetts Professional examina- 
tions July 12. Address David W. Wall- 
work, M.D., Board of Registration in 
Medicine, Room 37, State House, Bos- 
ton 33. 


Michigan Basic science examinations 
May 13-14. Applications must be filed by 
May 1. Address Mrs. Anne Baker, secre- 
tary, State Board of Examiners in the 
Basic Sciences, 116 Mason Bldg., Lan- 
sing. 


Mississippi Professional examinations 
in June. Address R. N. Whitfield, M.D., 
assistant secretary, State Board of Health, 
Jackson 5. 


Missouri Professional examinations 
May 27-28. Applications must be filed 
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30 days prior to examination. Address 
State Board of Registration for the Heal- 
ing Arts, Mr. John A. Hailey, executive 


secretary, P. O. Box 4, Jefferson City. 


Nebraska Basic science examinations 
May 3-4. Address Mr. R. K. Kirkman, 
director, Bureau of Examining Boards, 
Department of Health, State Capitol 


Bldg., Lincoln 9. 


Nevada Professional examinations in 


tions July 7-8 at Providence. Address 
Mr. Thomas B. Casey, Administrator of 
Professional Regulation, 366 State Office 
Bldg., Providence. 

Basic science examinations May 11 at 
Room 366, State Office Bldg., Provi- 
dence. Applications must be filed 2 
weeks prior to examinations. Address Mr. 
Casey. 


South Carolina Professional examina- 
tions June 21. Address State Board of 
Osteopathic Examiners, Ernest A. John- 
son, D.O., secretary, Box 525, Summer- 


June. Address Board of Osteopathic Ex- ville. 


aminers, John H. Pasek, D.O., secretary, 
205-10 First National Bank Bldg., Min- 


den. 


Basic science examinations April 5. 
Address Kenneth C. Kemp, Ph.D., secre- 
tary, Board of Examiners in the Basic 


South Dakota Professional examina- 
tions July 19-20. Address State Board of 
Medical and Osteopathic Examiners. Mr. 
John C. Foster, executive secretary, 
Room 300, First National Bank Bldg., 
Sioux Falls. 
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the complaint: “nervous indigestion” 


the diagnosis: any of several nonspecific and functional 
gastrointestinal disorders requiring relief of symptoms 
by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. 


the prescription: a new formulation incorporated in 
an enteric-coated tablet, providing the multiple actions 
of widely accepted Donnatal® and Entozyme.® 


the dosage: two tablets three times a day, or as in- 
dicated. 


in the gastric-soluble outer layer: 


Hyoscyamine sulfate................. 0.0518 mg. 
Hyoscine hydrobromide............... 0.0033 mg. 
in the enteric-coated core: 


antispasmodic « sedative *« digestant 
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“superior to aspirin” . . evidence seems to indicate that 
| cylic acid Pabalate] produces a more uniformly sus- 
ained level for prolonged analgesia and, therefore, issuperior =| 
PABALATE-HC Ww 
| | ROBINS CO., INC., Richmond 20, Virginia | 


KENILWORTH, NEW JERSEY 


WHITE'S NEW ORAL SYNTHETIC PENICILLIN 


Dear Doctor: 
The use of identifying letters to distinguish different 
penicillins produced biologically is, of course, a familiar 
circumstance. Fortunately, the letter "S" has not been 
preempted, and it is perhaps fitting that this be applied to 
the first penicillin compound produced synthetically. 


This antibiotic is to be offered by White Laboratories under 
the name Dramcillin-S. A name (Dramcillin) that represents 
pioneering in the field of liquid penicillin. 


Briefly, Dramcillin-S has the noteworthy advantage of 
producing high blood levels quickly and reliably -- higher 
blood levels than are secured with other oral penicillins, 
or even with injections of penicillin G. 


In addition, some strains of staphylococci that are 
resistant to other penicillins have been found more 
sensitive to Dramcillin-S in vitro. 


In the following pages you will find a number of interesting 
facts about the first synthetic penicillin available for 
clinical use. 


Every effort is being made to assure that adequate supplies 
of Dramcillin-S will be available for your prescription 
at the earliest possible date. 


Sincerely yours, 


Minor Duggan, M.D. 
Director, Professional Servic 
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The new “spoon “henacullan 


Blood levels 
after oral 
administration: 
twice as high 

as oral potassium 


penicillin V.' 


AVERAGE SERUM CONCENTRATIONS (mcg. /mi.) 


..and 

twice as 

high as 
intramuscular 
penicillin G 


potassium.’ 


... absorbed 
speedily through- 
out the 
gastrointestinal 
tract—stomach 
to colon.’ 


4.0 


\ 


AVERAGE SERUM CONCENTRATIONS (mcg. /ml.) 


: 


| 
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that surpasses* the “needle 


Effective against “resistant” staphylococci: 
Some strains of staphylococci resistant 
to penicillins G, O and V in vitro exhibit 
sensitivity to potassium phenethicillin 
(DRAMCILLIN-S). This synthetic peni- 
cillin appears more resistant than 
natural penicillins to inactivation by 
staphylococcal penicillinase. 


Allergenicity: It is not as yet possible to 
draw definite conclusions regarding the 
incidence of allergenicity to DRAMCIL- 
LIN-S, or to its cross-allergenicity with 
natural penicillins. It is recognized that 
oral therapy presents less danger of se- 
vere allergic reactions than does par- 
enteral penicillin therapy. The usual 
precautions for oral penicillin therapy 
should always be observed. Special care 
should be exercised in patients with his- 
tories of asthma, hay fever, urticaria, or 
previous reaction to penicillin. 


Indications: DRAMCILLIN-S is indicated in 
the treatment of infections caused by 
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potassium ‘phenet cillin 


33 


penicillin-sensitive organisms. Like all 
oral penicillins, it is not recommended 
at present in deep-seated or chronic in- 
fections, subacute bacterial endocarditis, 
meningitis or syphilis. 

Dosage: One or 2 teaspoonfuls (125 mg.), 
three or four times daily, depending on 
the severity of the infection. To assure 
optimum blood levels, it is advised that 
this medication be taken in the fasting 
state. Beta hemolytic streptococcal infec- 
tions should be treated forat least 10 days. 


Availability: Bottles of 30 and 60 cc. Each 
teaspoonful (5 cc.) supplies 125 mg. 
DRAMCILLIN-S, equivalent to 200,000 


units. 

References: 1. Wright, W.: Cited by Morigi et al.? 2. Pindell, 
M.H.; Tisch, D. E.; Hoekstra, J. B., and Reiffenstein, J. C.: 
Antibiotics Annual, 1959-1960, p. 119. 3. Morigi, E.M.E.; 
Wheatley, W. B., and Albright, H.: Antibiotics Annual 1959- 
1960, p. 127. *with regard to immediate blood levels 
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[ @ ANTISPASmoDIC 


TIME-MATCHED COMBINATION 


(4 SEDATIVE 


BUTIBEL combines two essentially synchronous components—belladonna extract 
and BUTISOL? @® One or two tablets one-half hour before meals and at bedtime 
assures smooth, uninterrupted control of gastrointestinal spasm through the day 
and during the night. 


Similar preparations containing phenobarbital, which has three times the dura- 
tion of action of belladonna, must either build up a cumulative sedative burden or 
leave patients for long hours without effective antispasmodic protection. 


By contrast, BUTIBEL, with its time-matched components, gives full, con- 
tinuous antispasmodic and sedative action for smooth control of functional gastro- 
intestinal disorders. 


BUTIBEL: be//adonna extract...15 mg. and BUTISOL Sodium®...75 mg. 


butabarbital sodium 


BUTIBEL Tablets « Elixir « Prestabs® Butibe! R-A (Repeat Action Tablets) 


| ED) C® 
| McNEIL LABORATORIES, INC., PHILADELPHIA 32, PA. 


Basic science examinations in June. 
Address Gregg M. Evans, Ph.D., secre- 
tary, State Basic Science Board, 310 E. 


15th, Yankton. 


Tennessee Professional examinations 
in February and August at Nashville. 
Address M. E. Coy, D.O., secretary, 
Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 


Texas Professional examinations June 
90-22 at Texas Hotel, Fort Worth. Ap- 
plications for examination must be filed 
10 days prior to meeting date. Applica- 
tions for licenses by reciprocity must be 
filed 30 days prior to the June meeting 
date. Address Miss Luanna Knox, assist- 
ant secretary, State Board of Medical 
Examiners, 1714 Medical Arts Bldg., 
Fort Worth 2. 


Utah Professional examinations in 
June. Address Mr. Frank E. Lees, direc- 
tor, Registration Division, Department of 
Business Regulation, State Capitol, Salt 
Lake City 14. 


Vermont Professional examinations 
June 22-23 at Montpelier. Applications 
must be filed by June 10. Address C. D. 
Beale, D.O., secretary, State Board of 
Osteopathic Examination and Registra- 
tion, Mead Bldg., Rutland. 


Virginia Professional examinations in 
June. Address Board of Medical Ex- 
aminers, K. D. Graves, M.D., secretary, 
631 First St., S.W., Roanoke. 


Washington Professional examina- 
tions in July. Address Mr. Thomas A. 
Carter, secretary, Professional Division, 
Department of Licenses, Olympia. 

Basic science examinations in July. 
Address Mr. Carter. 


West Virginia Professional examina- 
tion June 13-14 at the Daniel Boone 
Hotel, Charleston. Applications for reci- 
procity either date. Address Donald C. 
Newell, D.O., secretary, Board of Os- 
teopathy, Box 611, Oak Hill. 


Wisconsin, Professional examinations 
July 13 for reciprocity applicants only 
at 115 So. Pinckney St., Room 28, Madi- 
son 3. Written examinations July 12-14. 
Applications must be filed 2 weeks prior 
to examination. Address Thos. W. Tor- 
mey, Jr., M.D., secretary, State Board of 
Medical Examiners, 115 So. Pinckney 
St., Room 28, Madison 2. 

Basic science examinations June 4 at 
Room 145, Birge Hall, University of Wis- 
consin, Madison. Applications must be 
filed by;May 26. Address Mr. W. H. 
Barber, secretary, Board of Examiners in 
the Basic Sciences, 621 Ransom Street, 


Ripon. 
Wyoming Professional examinations 
June 6. Address James W. Sampson, 


M.D., secretary, State Board of Medical 
Examiners, State Office Bldg., Cheyenne. 
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gel offered in bottles of 12 fluidounces. 


fuls), Bottles of 50 and 250. 
Samples on request. 


MAALox® an efficient antacid suspension of 


. which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


hydroxid 


TaBLetT MAALox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 
TaBLetT Maatox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 


WituiaM H. Rorer, Inc., Philadelphia 44, Pennsylvania 


Reregistration 
of osteopathic licenses 


May 1—Washington, $2.00, Address 
Mr. Thomas A. Carter, secretary, Profes- 
sional Division, Department of Licenses, 
Olympia. 


During June—Hawaii, $5.00 for resi- 
dents, $2.00 for non-residents. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Kauikeolani Bldg., Honolulu 13. 


During June—lllinois, $6.00. Address 
Mr. Frederic B. Selcke, Superintendent of 
Registration, Department of Registration 
and Education, Capitol Bldg., Springfield. 


Before June 30—Delaware, $20.00. 
Address Joseph S. McDaniel, M.D., sec- 
retary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


Before June 30—Missouri, $2.50. Ad- 
dress Mr. John A. Hailey, executive sec- 
retary, Board of Registration for Healing 
Arts, P. O. Box 4, Jefferson City. 


June 30—Virginia, $1.00. Address K. 
D. Graves, M.D., secretary, Board of 
Medical Examiners, 631 First St., S.W., 
Roanoke. 


June 30—Wyoming, $2.50. Address 
James W. Sampson, M.D., State Board 
of Medical Examiners, State Office Bldg., 


Cheyenne. 
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threads in every ACE Bandage 


provides a pressure pattern that— 
* guarantees even and controlled 
stretch 
«insures firmness under tension 
bunching 
i rs) ibility of vein 
constriction 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


Before July 1—West Virginia, $2.00. 
Address Donald C. Newell, D.O., secre- 
tary, Box 611, Oak Hill. 


July 1—Idaho, $10.00. Address Susan 
B. Kerr, D.O., secretary, State Board of 
Osteopathic Examiners, McCall. 


July 1—Iowa, $1.00. Address Mr. 
Herman W. Walter, assistant secretary, 
State Board of Osteopathic Examiners, 
519-20 Insurance Exchange Bldg., Des 
Moines. 


July 1—Kansas, $5.00. Address Fran- 
cis J. Nash, M.D., treasurer, State Board 
of Healing Arts, New Brotherhood Bldg., 
Kansas City, Kansas. 
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July 1—Michigan, $5.00. Address Roy 
G. Bubeck, Jr., D.O., treasurer, State 
Board of Osteopathic Registration and 
Examination, 2851 Clyde Park Ave., 
S.W., Grand Rapids 9. 


July 1—New Mexico, $5.00. Address 
L. D. Barbour, D.O., treasurer, State 
Board of Osteopathic Examination and 
Registration, Roswell Osteopathic Hospi- 
tal, Roswell. 


July 1—North Dakota, $3.00. Address 
M. J. Hydeman, D.O., treasurer, State 
Board of Osteopathic Examiners, 417% 
Broadway, Bismarck. 


July 1—Oklahoma, $2.00. Address G. 


R. Thomas, D.O., treasurer, State Board 
of Osteopathy, 2923 N. Walker, Okla- 
homa City 3. 


Within 60 days after July 1—Indiana, 
$5.00 residents; $10.00 non-residents, 
Address Miss Ruth V. Kirk, executive 
secretary, State Board of Medical Regis- 
tration and Examination, 538 Knights of of 
Pythias Bldg., Indianapolis 4. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
1 year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part HI is given an- 
nually. 

The National Board of Examiners will 
conduct the 1960 Part III examinations 
as follows: 

Philadelphia College of Osteopathy— 
April 23-24. 

Detroit Osteopathic Hospital—April 

24 


Kansas City College of Osteopathy and 
Surgery—April 23-24. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 


i Z 

| | 


for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office of 
the secretary not less than 30 days prior 
to the examination. 

All candidates are reminded that the 
examinations must be completed within a 
period of 7 years. Candidates who took 
Part I in 1953 must take Part III in 1960 
or forfeit the right to complete the ex- 
aminations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteopathy; 
Part II, satisfactory completion of Part I 
and of the first two quarters or trimesters 
of the senior year in an approved osteo- 
pathic college; Part III, satisfactory com- 
pletion of Part II and at least 6 months 
ofa l-year internship approved by the 
American Osteopathic Association. 

Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Anticipating safety 
and health needs* 


Harold J. Magnuson, M.D.+ 


Foreseeable changes affecting occupa- 
tional health and safety needs may be 
considered as occurring in three areas: 
industrial technology, medical technol- 
ogy, and sociological change produced 
by a multiplicity of economic forces. 


TECHNOLOGICAL CHANGE IN INDUSTRY 


In the area of technological change, 
the event of greatest moment, perhaps, 
has been the onset of the electronic and 
nuclear energy age. New possibilities 
have opened up for the entire electro- 
magnetic spectrum, ranging from the in- 
frared waves to cosmic rays. We shall see 
an increasing use of manmade radiation 
not only as a source of power but also as 
a tool in the study of industrial processes 
and methods and in the control of prod- 
uct quality. Many predict that the peace- 
ful use of nuclear energy will be a ma- 
jor influence in our civilization by 1980. 

As one illustration, the microwave re- 
gion has opened up broad new areas of 
research in many fields, with potential 
application | to-industry. Microwaves al- 
ready are finding increased use in spec- 


=_— from Public Health Reports, Jan. 


*+Dr. Magnuson serves as chief of the Occupa- 
tional Health Branch of the Public Health Serv- 
ice. The paper was read at the 1959 convention 
of the International Association of Governmen- 
tal Labor Officials, which was held at Kenne- 
bunkport, Maine, September 9-12, 1959. 
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iron-plus 
formula 
with the 


“plus” 


BRAND OF FERROCHOLINATE® 


Usual Dosage: 1 tablet t.i.d. 


8. PAT. 2,575,612 


TABLETS 


CHELATED IRON... like the iron of hemoglobin... clin- 
ically confirmed as effective in hematopoiesis!...with a 
built-in molecular barrier against g.i. intolerance and systemic 
toxicity..2 Permits administration on empty stomach for 
greater iron uptake...safeguards children in the home 
against growing problem of accidental iron poisoning.) 
PLUS ESSENTIAL VITAMINS... effective levels of folic 
acid, five other B vitamins, and C — with particular empha- 
sis on pyridoxine, especially important during pregnancy. 


Also Available: CHEL-IRON Tablets, Liquid, and Pediatric Drops. 


|. Franklin, M., et al.: J.A.M.A. 166:1685, 1958, 2, A.M.A. 
Council on Drugs: J.A.M.A, 171:891, 1959. 3. A.M.A. 
Committee on Toxicology: J.A.M.A. 170:676, 1959. 


Columbus, Indiana 


troscopy, radio, communications, and 
celerators, radar, communications, and 
food sterilization. But, as is true of many 
other rapid developments, knowledge of 
the health effects of microwaves has not 
kept pace with their use. 

Another technological development 
which has aroused considerable interest 
is automation. By no means new, auto- 
mation has appeared in various guises, 
such as in automatic poison gas alarms 
and driverless lift trucks. Automation 
makes possible new products, processes, 
and production volumes, leading ulti- 
mately, as some expect, to larger work 
forces. Various industries, such as those 
engaged in the production of new syn- 
thetic fibers, antibiotics, and nuclear 


energy, critically depend on automatic 
controls for volume production and work- 
er safety. That automation will find its 
way into more uses is indisputable. Only 
its degree of advance is uncertain be- 
cause of the excessive cost of complete 
automation. 

Because of its growing influence, auto- 
mation deserves serious scrutiny from the 
standpoint of worker health. One of the 
most immediate problems coming to our 
attention is, in some instances, that of 
greater exposure to noise, resulting from 
the greater use of electrical motors and 
equipment in the factory. More nervous 
strain may also be expected from the 
character of automatic operations. The 
effect of errors is more serious, the re- 
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THIS 
TROCHE 
HELPS 
CONTROL 


COUGH promptly curbed by homarylamine—non-narcotic antitussive with the 


approximate potency of codeine. 
©eysos combated by three nonsystemic antibiotics—each active against 


common mouth and throat pathogens, all with relatively low sensitization 


potentials. 
‘yayios soothed by benzocaine—a topical anesthetic that promotes pro- 


longed relief of inflamed or irritated tissues. 
> ® 


troches 


Homarylamine - Bacitracin + Tyrothricin - Neomycin - Benzocaine 
Overwhelmingly selected by a taste panel. 


Available to your patients on your prescription only. 

DOSAGE: Three to five troches daily for three to five days. 

SUPPLIED: Vials of 12. 

Gs) MERCK SHARP & DOHME DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


PENTAZETS is a trademark of Merck & Co., Inc, 
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sponsibility of the maintenance worker is 
higher, and machines are more complex. 
Eye attention is also intensified by the 
concentration and close work and the 
focus on control dials, lights, and panels. 
As the need lessens for physical effort by 
workers tending automatic machines, a 
growth of the health problems associated 
with the sedentary worker may be ex- 
pected. We may also expect psychologi- 
cal hazards to the worker from isolation, 
boredom, and even from increased leisure. 


A third factor of health import on the 
technological scene is the fast-rising num- 
ber of new chemicals. Figures reflecting 
the growth of the chemical industry 
stagger the imagination. Consider, for 
example, that there are 500,000 distinct 
chemical compounds in use in industrial 
production, all but a few hundred of 
them unknown on this earth 20 years 
ago. 

Among the newer, toxic chemicals we 
find the boranes or boron hydrides. Orig- 
inally considered for high-energy fuels, 
these chemicals are now finding their 
way into industrial applications, as in 
new plastics. The foam plastics, which 
are gaining in usage, contain toxic aro- 
matic isocyanates. Likewise, the versatile 
and numerous epoxy resins which have 
swept industry have created a problem. 
Practically no industry using them es- 
capes an increased incidence of derma- 
titis. Sensitized workers must be removed 
from the job. 

Other industrially important materials 


potentially hazardous include the organo- 
metallic compounds. The carbonyls of 
iron, cobalt, and nickel are now widely 
used as catalysts in the petroleum and 
petrochemical, industries. Organic com- 
pounds of manganese are being studied 
as possible substitutes for or supplements 
to tetraethyl lead in gasoline. Most of 
these organometallic compounds are 
highly toxic substances. 

These are but a few of a long, growing 
list of potentially toxic chemicals in the 
work environment. Continuous study and 
vigilance is required to determine their 
health effects and develop means for 
their control. 


In addition to these new problems, we 
must not lose sight of the older hazards 
that continue to plague us. Two of the 
best illustrations are silicosis and lead 
poisoning. Although much has been ac- 
complished through dust-control meas- 
ures, silicosis remains the most significant 
occupational disease in the United States 
in terms of disability and compensation 
costs. Likewise, in the lead industries, 
despite numerous studies and the de- 
velopment of effective control methods, 
cases of lead poisoning occur every year. 
While large plants cannot be assumed to 
be free of occupational health hazards, a 
larger problem exists in the small plants 
and in the trades, where the hazards and 
methods for control may not be fully 
appreciated, rather than in the place of 
primary manufacture and use of chemi- 
cals. 


MEDICAL DEVELOPMENTS 


While changes in industrial technology 
present new challenges, advances in 
medical technology may be expected to 
provide some of the tools to meet these 
problems. Research on occupational dis- 
eases will undoubtedly gain momentum. 
Similarly, the massive research efforts 
to control the Nation’s chief health prob- 
lems hold special meaning for us, since 
90 percent of industrial sickness ab- 
senteeism is believed to be of nonoccu- 
pational origin. 

One approach is being made through 
studies to develop early, sensitive diag- 
nostic techniques. In cancer, for exam- 
ple, studies are underway to apply the 
well-known Papanicolaou cytology tech- 
nique for uterine cervical cancer to the 
detection of cancer of other sites. Some 
findings suggest that cytology can be 
useful in the early diagnosis of cancer of 
the genitourinary system. There is also 
hope for the development of effective 
anticancer drugs. 

Heart diseases and related conditions 
are another major target. Studies in this 
area point, for example, to the develop- 
ment of an improved agent for the low- 
ering of blood pressure in patients with 
hypertension. Considerable attention is 
also being given to reducing cholesterol, 
which some believe to be associated with 
atherosclerosis. 

The benefits of some of the tools de- 
veloped from this broad research may be 
compounded by applying them to occu- 
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Price $42.50 


(Paratex and felt) 2” Paratex padding 
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American Osteopathic Assn. 
212 E. Ohio St., Chicago I 1, Illinois 
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meprobamate plus d-amphetamine 


... Suppresses appetite... elevates mood 
... reduces tension . .. without insomnia, 
overstimulation, or barbiturate hangover. 


yh sulfate, 5 mg. 


Each coated tablet (pink) contains: b 400 mg.; ¢ 
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ASSURANCE IS YOURS EVERY TIME 
WHEN STERILIZING 


THE PEL-CLAVE WAY 


PEL-CLAVE, Model GN, has been engineered to give you 
the three-fold requisite of true sterilization: 


The Pel-Clave is like an extra pair of hands. Set it... and forget it. 
Automatic controls maintain the correct temperature and pressure. 
As for speed, your unit stands ready for instant use as long as the 


And Pel-Clave is the only 
double jacket, portable 
Autoclave with a ther- 
mometer in the discharge 
line. Tells you at a glance 
when true sterilization 
has been reached. 


Shouldn't you be thinking 
about a PEL-CLAVE in % 
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pational exposures. Thus, as an exten- as evidenced by changes in blood serum, 
sion of the Papanicolaou technique, we and a micromethod for blood lead de- 
have used bronchial washings to detect termination. 

early cancer of the lung in uranium As more sensitive diagnostic tech- 
miners. In addition, work is underway niques are developed, we will be faced 
to develop specific tests for occupational with the difficulty of equating concepts 
agents, to permit the detection and con- of physiological change, as evidenced by 
trol of harmful exposure before irreversi- these indexes, with the more traditional 
ble damage occurs. Thus far, in our work concepts of pathological change and pos- 
in the Public Health Service, we have sible compensable occupational damage. 
some indications that vanadium‘ poison- With the advance of medical knowl- 
ing can be detected by changes in the edge, we may also expect an increase in 
fingernails long before any clinical symp- the number of diseases recognized as oc- 
toms appear. In support of better diag- cupational. This increase would result 
nostic techniques, work is also progress- from the greater recognition of an occu- 
ing in various laberatories to develop pational factor in certain diseases for- 
rapid analytical methods. Our own re- merly regarded as common to ordinary 
search, for example, has recently devel- life, as well as the growing number of 
oped methods for the rapid determination chemicals being introduced in industry. 
of fluoride in urine, of cobalt exposures In addition to improved recognition 
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and detection of occupational diseases 
we may look for further progress in their 
treatment. More recent therapeutic tech- 
niques, for instance, have used chelating 
agents in the treatment of certain jj]. 
nesses. The chelating agents have the 
property of selectively removing certain 
metals from the circulation. For this rea- 
son, they have been found useful in 
treating metal intoxications, such as ar. 
senic and lead poisoning. However, since 
such agents may also remove essential 
metals from the body, study has been 
needed of this possible hazard. 


SOCIOLOGICAL DEVELOPMENTS 


Against this background of change in 
industrial and medical technology, let us 
consider some of the sociological develop- 
ments that influence health and safety 
needs. Unquestionably, the change in 
patterns of financing medical care is fore- 
most. The vigorous growth of health in- 
surance coverage reflects the conviction 
of the American public that the financial 
risks of illness need to be shared. To an 
increasing degree, such insurance coy- 
erage is being included in management- 
labor negotiations, so that both labor and 
management have a real concern about 
obtaining maximum medical care benefits 
at a minimum cost. At present, health 
insurance programs made available and 
paid for through the worker’s place of 
employment cover more than 37 million 
employees and their 57 million depend- 
ents, a total of 94 million people.’ 

The fact that management is increas- 
ingly obliged to bear all or part of the 
costs of illness, occupational or nonoccu- 
pational, has certain implications. - The 
immediate effect has been to place in- 
creased emphasis on the prevention of 
nonoccupational diseases, since these rep- 
resent the greatest share of sickness costs 
and absenteeism. Another, and to us a 
more important, change may be antici- 
pated. Up to now, it has generally been 
to management’s advantage to deny oc- 
cupational factors in the illness of work- 
ers so as to avoid compensation costs. 
However, as the costs of illness of all 
types become a management concern, 
we may expect a shift in this thinking. 
Management may logically come to view’ 
the early recognition of occupational fac- 
tors as an opportunity to apply primary 
preventive measures and reduce the over- 
all illness cost. 

Another implication of management’s 
concern with all types of employee ill- 
ness is the possible tightening up of 
physical requirements for new job appli- 
cants. The degree to which this may be 
carried out is necessarily dependent on 
the labor supply. In the meantime, how- 
ever, a very real problem involves the 
compensation aspects of employing work- 
ers with degenerative illness, such as 
heart disease. 

A conservative estimate is that at least 
5 percent of the working population has 
some form of heart disease. As a result 
of the cardiovascular diseases, an esti- 
mated 653,000 manyears are lost an- 
nually.® 

Numerous claims have been filed for 
heart attacks suffered during working 
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hours, and there has often been a wide 
variation of medical opinion as to wheth- 
er or not the heart attack was caused by 
the work. Because of the divergence of 
medical views, the heart case in industry 
has been a fertile field for litigation. All 
too often, cases have been tried on an 
emotional basis rather than on scientific 
fact. 

In New York State alone, an average 
of more than $4 million is paid every 
year for compensation of heart disease 
claims. This is 4 percent of the total 
amount awarded for all compensation 
claims each year.‘ 

Some action must obviously be taken 
if the millions of Americans with cardiac 
conditions are to be assured of continued 
employment. One possible solution may 
perhaps lie in the second injury fund, 
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thereby protecting the final employer 
from the full brunt of the cost of a dis- 
abling illness. 

Moving from this facet to the whole 
picture of workmen’s compensation, we 
may expect to see some changes here, 
too. The introduction of new hazards 
such as radiation, with long latent pe- 
riods between the exposure and the ap- 
pearance of damaging effects, is drawing 
more attention to the need for overhaul- 
ing compensation practices in general and 
for correcting existing inequities. 

Another problem calling for action re- 
lates to one of the basic goals of work- 
men’s compensation—the rehabilitation 
of the occupationally disabled. We are 
seeing some progress in this area as the 
number of persons receiving help from 
public rehabilitation agencies and the 


number of those returned to productive 
employment increase each year. Last 
year, for example, 171,000 persons re. 
ceived rehabilitation services, and ap- 
proximately 81,000 were rehabilitated to 
productive employment. However, our 
present inability to cope with the situa. 
tion is reflected in the fact that some 
250,000 persons each year reach the 
point of disability that requires rehabili- 
tation, with an estimated reservoir of 2 
million persons. Even more disturbing is 
the fact that, on the average, 9 years 
elapse between the time of disability and 
the time that rehabilitation is started. 

A number of developments will be 
dictated by the changing age character- 
istic of our labor population. By 1965, 
the number of men and women in the 
labor force is expected to rise by 10% 
million. Most of the increase will be in 
the 14- to 24-year-old group and in the 
45-and-over age group.” The increase in 
each group will be accompanied by its 
own set of problems. 

The younger worker group generally 
is quite mobile and has a tendency to 
gravitate to the newer industries. The 
age and mobility of this group, combined 
with the long latent period for evidences 
of ill effects from certain occupational 
exposures, may well serve to cloak haz- 
ards inherent in those newer operations. 
Because of this and because some of the 
newer hazards could affect generations 
yet unborn in the families of exposed 
workers, we cannot wait for cases of ill- 
ness to develop before taking steps to 
evaluate and control potentially haz- 
ardous exposures. 

The problems of the older group will 
be felt in various areas. In the field of 
rehabilitation, for example, some accom- 
modations may be necessary to meet the 
needs of an aging population. Some have 
suggested extension of the present voca- 
tional goal of the program to also help 
people achieve a higher level of self-care. 

Another sociological influence of this 
age factor is evident in the estimate that 
by 1975 the number of physicians’ serv- 
ices needed because of chronic disease 
will increase by more than 50 percent.’ 
These demands of an aging population 
cannot but increase the problems asso- 
ciated with a growing physician short- 
age. 

It has been estimated that merely 
maintaining the current ratio of physi- 
cians to population will require, by 1975, 
something like twice as many new medi- 
cal school graduates each year as we now 
have.’ Pyramiding medical research needs 
may also be expected to drain off larger 
numbers of medical personnel. A con- 
sultant group to the Secretary of Health, 
Education, and Welfare, headed by Dr. 
Stanhope Bayne-Jones, estimated that by 
1970 there would be a shortage of 6,000 
medical researchers, as well as shortages 
of technicians, nurses, and other ancillary 
personnel. 

The shortage of trained medical, nurs- 
ing, and industrial hygiene personnel is 
also reflected in official occupational 
health agencies and in industry. Dr. 
Robert Kehoe has estimated that there is 
need for 10 industrial physicians and in- 
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dustrial hygiene engineers for every ] 
now employed.* 

Industry, the health professions, edu- 
cational institutions, and government may 
have to take another hard look at present 
educational opportunities and _ facilities 
to see how they can infuse them with a 
new vitality to meet these current and 
projected needs. 

Training of additional personnel, we 
recognize, is only a partial answer. Bet- 
ter utilization of ancillary personnel may 
help conserve medical manpower and 
provide greater opportunities for service 
to the other members of the professional 
health team. 

One means to accomplish better utili- 
zation and conservation is through the 
application of screening techniques. The 
value of screening techniques has been 
the subject of considerable controversy, 
but I believe that much of it is based on 
lack of understanding of their purpose 
and use. Screening examinations were 
never meant to be a substitute for physi- 
cal examinations. Their value lies in 
extending early detection services to per- 
sons who could not otherwise be expect- 
ed to have the benefit of a physical ex- 
amination. This value, however, can be 
realized only if adequate provisions are 
made for referral to the private physician 
for followup. There is no point to finding 
out that an apparently well person has 
an elevated blood pressure, a spot on the 
lung, or high blood sugar unless this 
condition is carefully investigated by a 


physician. Used properly, these examina- 

- tions can serve as efficient detectors of 
disease in early stages, at the same time 
substantially decreasing the demand for 
and costs of medical and hospital serv- 
ices. I believe these techniques hold 
great promise for industry. 

Since the shortage of professional per- 
sonnel extends to governmental agencies, 
these groups, too, can effect better utili- 
zation of their personnel through closer 
working relationships between labor and 
health departments, compensation boards, 
and rehabilitation agencies. All too often, 
the administrators of these agencies with- 
in the same State do not even know each 
other’s names. I am convinced that many 
benefits would accrue if the personnel of 
these agencies would become acquainted 
with each other and explore mutual 
problems and opportunities. 

Such cooperative efforts would further 
contribute to the identification and more 
effective study and control of new occu- 
pational health hazards. At present, there 
are 76 official occupational health agen- 
cies in 40 States, staffed by 484 profes- 
sional personnel. This staff reaches only 
10 percent of the Nation’s work force in 
any one year. This coverage can be 


greatly increased by a closer working 
relationship between the various agen- 
cies concerned with occupational health 
and safety. By joining forces, we may 
be able to attack more successfully the 
absence of even the most rudimentary 
type of industrial hygiene program in 


over one-half of the industrial plants jn 
the United States. In the face of acon. 
stant, growing stream of new hazards in. 
troduced by a changing technology, we 
must effectively multiply our efforts jf 
only to stand still and not lose ground. 
The total health and safety job con- 
fronting us is nothing short of gigantic. 
There is more than enough for all of ys 
to do. And to the degree that we com- 
bine our resources and permit a cross- 
fertilization of ideas and experiences, we 
will make greater headway toward our 
mutual objective of worker protection, 
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The accident toll 
in 1959* 


It is estimated that accidents took about 
91,500 lives in continental United States 
during 1959, a slightly higher toll than in 
1958. However, because of population 
growth, the accident death rate decreased 
fractionally to an all-time low of 52 per 
100,000 population in 1959. The year 
was the fourth in a row to show a reduc- 
tion in the mortality rate from accidents. 

Motor vehicle accidents continued to 
be the major cause of fatal injuries, ac- 
counting for two fifths of the total acci- 
dent toll. Such accidents were responsi- 
ble for the loss of approximately 37,500 
lives in 1959, or about 500 more than in 
the preceding year. The record appears 
in a somewhat more favorable light, how- 
ever, when account is taken of the in- 
crease in travel. According to data avail- 
able at this time, the motor vehicle acci- 
dent death rate per 100 million miles of 
travel in 1959 was slightly less than the 
all-time minimum of 5.6 established in 
1958. 

Public accidents other than those in- 
volving motor vehicles accounted for 
nearly 17,000 deaths in 1959, or some- 
what above the total in the year before. 
Injuries sustained in and about the home 
resulted in 27,000 fatalities, or the same 
as in 1958. Accidents arising out of and 
in the course of employment killed ap- 
proximately 13,000 persons during 1959; 
about 2,600 of these were fatally injured 
in motor vehicle accidents (which num- 
ber is also included in the total for mo- 
tor vehicle mishaps). 

Catastrophes—accidents in which five 
or more persons are killed—took some- 
what fewer lives than in 1958, according 
to records compiled from a variety of 
sources by the Statistical Bureau of the 
Metropolitan Life Insurance Company. 
Catastrophic accidents were responsible 
for a little more than 1,400 deaths in 
1959, about 150 fewer than in the pre- 
ceding year. The more favorable record 
reflects the decreased number of fatal 
injuries in major catastrophes—acci- 
dents in which at least 25 people are 
killed. The loss of life in such catastro- 
phes dropped from nearly 430 in 1958 
to about 175 in 1959, an appreciably 
lower toll than in any year since 1941. 

Four of the five major catastrophes in 
1959 involved civil aviation. One of these 
disasters—the largest of the year—oc- 
curred on February 3, when a scheduled 
plane plunged into the East River in 


‘New York City, killing 65 persons. An- 


other disaster took place near Baltimore 
on May 12, when a scheduled plane dis- 
integrated in mid-air during a thunder- 
storm, taking 31 lives. On October 30, a 
scheduled plane crashed near Charlottes- 
ville, Va., causing 26 fatalities; and on 
December 1, a scheduled plane rammed 
a mountain near Williamsport, Pa., ac- 


Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, January 1960. 
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counting for 25 deaths. The fifth major 
catastrophe was a series of earthquakes 
which took place on August 17 in the 
area of West Yellowstone, Mont., claim- 
ing about 29 victims—the first earth- 
quake catastrophe in many years. 

Motor vehicle accidents were responsi- 
ble for about two fifths of the lives lost 
in all catastrophes involving five or more 
deaths. Fires and explosions—most of 
them in the home—accounted for almost 
one fourth of such deaths. Accidents in 
civil aviation—scheduled and unsched- 
uled—caused somewhat less than one 
fifth of all fatal injuries sustained in 
catastrophes. The remaining fatalities 
were very largely due to natural catas- 
trophes and to accidents involving mili- 
tary aviation, water transportation, and 
railroads. 


Accidental 
poisoning* 


3 Statement by Arthur S. Flemming, 
Secretary of Health, Education, and Welfare, 
April 20, 1959 


I want to call to public attention, and 
particularly to the attention of parents, 
data on accidental poisoning received by 
the National Clearinghouse for Poison 
Control Centers. 

The clearinghouse, established in 
Washington by the Public Health Service 
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Results of controlled studies* 
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in 1957, has now completed an analysis of 
4,000 cases which came to the attention 
of local poison control centers between 
July 1956 and April 1958. Ninety per- 
cent of the cases analyzed involved chil- 
dren and were typical of the accidents 
that account for almost 500 child deaths 
and an estimated 600,000 nonfatal poi- 
sonings of children annually. 

Children under 5 years of age repre- 
sented 86 percent of the cases analyzed, 
the largest number being 1 or 2 years 
old. A study of the causes clearly indi- 
cates that American adults are not tak- 
ing adequate precautions to protect chil- 
dren in a society that uses over 250,000 
different kinds of drugs and household 
products, many of which are potential 
killers if misused. 
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A growing number of communities are 
establishing poison control centers to 
cope with poisoning problems. The first 
center was organized in Chicago in 1953 
with support of the American Academy 
of Pediatrics. There were 130 centers in 
1957, and today there are 260 operating 
in 42 States and the District of Colum- 
bia. (States that have no poison control 
centers listed with the national clearing- 
house are: Rhode Island, Vermont, Lou- 
isiana, Nevada, Wyoming, Montana, Ida- 
ho, and Maine.) The centers maintain 
records of ingredients of trade-name 
products plus antidotes. This information 
is available to physicians by telephone 
day or night. Parents who call the cen- 
ters are given first-aid instructions and 
advised to call their doctor. 


In 85 percent of the cases analyzed by 
the clearinghouse, children were under 
the supervision of a parent at the time 
the accident occurred; 10 percent were 
being cared for by other adults; and 


.only 5 percent had been left in the 


charge of other children. How even a 
few minutes’ negligence can cause trage- 
dy is illustrated by the following cases: 

A mother who left a can of cleaning 
fluid on the kitchen table while she an- 
swered the telephone returned to find 
her 2-year-old child had swallowed the 
fatal fluid. A grandfather put kerosene 
into an empty coffee can and was using 
it to clean car parts. While he turned 
his back briefly, his 16-month-old grand- 
child swallowed a small amount and died 
9 hours later. 

Evidence that the toxicity of common 
products is not generally recognized is 
the fact that many parents delay hours 
and even days in seeking treatment for 
children whom they know have swal- 
lowed drugs or household products. 

For example, one of the fatalities, an 
18-month-old child who swallowed iron 
sulfate pills prescribed for his parent re- 
ceived no medical attention until 2 days 
later. A delay of 6 hours in seeking med- 
ical care proved fatal for a 2-year-old 
child who swallowed a few grains of a 
cornmeal-sugar-rat poison mixture. The 
mother had put the mixture on the floor 
late at night and swept it up in the 
morning, but enough grains remained to 
kill the child. 

Aspirin tops the accident list, account- 
ing for a fourth of the cases studied, 
most of them small children who swal- 
lowed candied aspirin. Prompt stomach 
pumping prevented serious consequences 
in most of these cases and there was only 
1 aspirin fatality—a 2-year-old child who 
swallowed 35 tablets and died a day 
later despite prompt hospitalization and 
treatment. 

Bleaches, detergents, soaps, water 
softeners, waxes, polishes, lighter fluids, 
cosmetics, insecticides, and herbicides as 
well as all types of medicines and drugs 
were among the products cited in the 
study as causing accidents of varying 
degrees of severity. 

The three principal circumstances un- 
der which these products proved dan- 
gerous were: they were in old bottles 
or food cans instead of their original 
containers; they were not in their usual 
storage place; the storage place was not 
locked and was in reach of the child. 

The place the accidents most fre- 
quently occurred were: the kitchen (41 
percent of ‘all cases); the bedroom (21 
percent); and the bathroom (12 per- 
cent). 

Most accidental poisoning could be 
avoided if parents of preschool children 
kept all products either under lock or 
out of reaching and climbing distance. 
Many serious consequences of poisoning 
could be prevented if parents called phy- 
sicians promptly, without waiting for 
symptoms to appear. 


POISON CONTROL CENTERS 


Most poison control centers are locat- 
ed in hospitals and maintain 24-hour 
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(Dorbane, 25 mg. + diocty] sodium sulfosuccinate, 50 mg.)* 
*In proportions proved optimal by clinical trial in over 550 cases. 
(Marks, M. M.: Clin. Med. 4:151, 1957.) 


Schenfabs SCHENLABS PHARMACEUTICALS, INC * New YorK 1, N.Y. Manufacturers of NEUTRAPEN® for penicillin reactions. 


@TRADEMARKS REG. U.S. PAT. OFF. DORBANTYL FORMULA PATENTED 64959 
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MAXIMAL ABSORPTION 
Acid stable, extremely soluble. 
MAXIPEN is rapidly absorbed 
from gastrointestinal tract. 


MAXIMAL BLOOD LEVELS 
Substantially higher than po- 
tassium penicillin V (higher 
levels than with intramuscular 
procaine penicillin G). You get 
injection levels with a tablet. 


MAXIMAL ORAL INDICATIONS 
Indicated in infections caused 
by streptococci, pneumococci, 
susceptible staphylococci, and 
gonococci, including: 


pneumococcal impetigo 

pneumonia susceptible 
gonorrhea staphylococcal 
tonsillitis abscesses (with 
laryngitis indicated surgery) 
otitis media cellulitis 
streptococcal lymphangitis 

pharyngitis pyoderma 


Also prophylactically in sec- 
ondary infections following 
tonsillectomy, dental extrac- 
tions, other surgical proce- 
dures. 
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COMPARATIVE ORAL SERUMLEVELS* 
Fasting and Non-Fasting States / 250 Mg. Dose 


AVERAGE SERUM LEVELS Mcg , Mi 


COMPARATIVE SERUM LEVELS. 
Oral Maxipen vs. Intramuscular Penicillin G 


Maxipen, 250 mg (average valuesit 
potassium penicillin 300,000 unts 
patents) 
(potassium pemerdiin G, 200.000 unste) 
15 patents) 

20 
= 

i 

° 

HOURS 


*Based on 3294 individual serum antibiotic determinations. 
tBased on 1716 individual serum antibiotic determinations. 
Complete details on request. 


MAXIMAL FLEXIBILITY 
May be administered without 
regard to meals. However, 
highest absorption is achieved 
when taken just before or be- 
tween meals. 


e: For moderately severe condi- 
tions, 125 to 250 mg. three times daily. 
For more severe conditions, 500 mg. as 
often as every 4 hours around the clock. 
Note: To date, MAXIPEN has not shown 
less allergic reactions than older oral 
penicillins. Usual precautions regard- 
ing penicillin administration should be 
observed. 

Supplied: MaxiPEN TABLETS, scored, 125 
mg. (200,000 units) bottles of 36; 250 mg. 
(400,000 units) bottles of 24 and 100. 
MAXIPEN FOR ORAL SOLUTION; reconsti- 
tuted each 5 cc. contains 125 mg., in 
60 cc. bottles. 


Triumph of Man Over Molecule 
Designed by Pfizer for Maximal Benefit 
The high oral efficacy of MAXIPEN is due to 
the fact that this is a new “tailor made” 
penicillin —a mixture of the D and L isomers 
of a-phenoxyethy! penicillin potassium. It is 
the first available of the penicillins now being 
designed by the Research Division of Pfizer, 

pioneer in the cial devel t 
penicillin and a leading producer for 17 years. 


New York 17, N. Y. 

J. B. Roerig and Company 

Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being ' “ 
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With the advances and new technics in electronics as applied 
to medicine, efficient and practical equipment is now available 


for general office use — 


[2] EK-IIf Dual-Speed ELECTROCARDIOGRAPH—Lightweight, portable, 
accurate, simple to operate. 25 mm.- or 50 mm.-per-second speeds. 


[2] UT-400 PULSED ULTRASONIC UNIT—Continuous or pulsed energy. 
Compact, portable, six sq. cm. radiating area. 


[3] MS-300 MUSCLE STIMULATOR—Ideal for stimulation of innervated 
muscle tissue. Can be used in combination with the UT-400, as 


illustrated above. 


[4] MF-49 SHORT WAVE DIATHERMY — Versatile. Used with every 


type of diathermy electrode. 


Complete information — including specifications and prices — 
on all Burdick electromedical apparatus is readily available 
from your local Burdick representative, or write directly to The 
Burdick Corporation, Milton, Wisconsin. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 


Branch Offices: New York * Chicago * Atlanta * Los Angeles 
Dealers in all principal cities 


telephone service, providing private phy- 
sicians with information about the in- 
gredients of trade-name products, anti- 
dotes, and other treatment. In most 
centers, inquiries are answered by a 
physician; nurses, pharmacists, or public 
health sanitarians handle inquiries in 
some; only 3 percent depend on clerks 
to relay information from the poison in- 
dex cards which all of the centers main- 
tain. 

Emergency treatment is given in some 
centers, but their primary purpose is to 
furnish information to physicians. If a 
nonmedical person calls a center, he is 
given first-aid instruction and advised to 
call his physician. 

The principal supporters of centers 
are State chapters of the American 
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Academy of Pediatrics, State and city 
health departments, medical schools, and 
local medical societies. Some are also fi- 
nanced by parent-teacher associations 
and men’s and women’s service clubs. 
Frequently a number of organizations 
join together to provide financial aid, of- 
fice space, personnel, and supplies. Chil- 
dren’s Bureau grants-in-aid to State 
health departments also help to support 
some centers. 


NATIONAL CLEARINGHOUSE FOR 
POISON CONTROL 
The National Clearinghouse for Poison 
Control Centers serves local centers by 
providing information on new products 
which it obtains through a voluntary ar- 
rangement with manufacturers. Over 200 


major producers of drugs and household 
products inform the clearinghouse of the 
ingredients their products contain and 
the antidotes for them. Since there is no 
law requiring that the ingredients of 
some of these products be printed on 
their labels—data which physicians must 
have in order to given proper treatment 
—the card indexes which the clearing- 
house supplies to all centers are the chief 
source for such information. 

The clearinghouse also receives re- 
ports of any new poison hazard discoy- 
ered by any of: the local centers and for- 
wards the information to all other cen- 
ters. 

Additional activities of the clearing- 
house include assistance to communities 
that wish to establish poison control cen- 
ters, issuance of a monthly newsletter, 
tabulation and analysis of poison cases 
reported by the centers, and research. 


Air pollution 


control* 


Alexander Rihm, Jr., P.E., 
Executive Secretary 

and 

Leslie H. Horn, 

Public Information Director 

Air Pollution Control Board, 

New York State Department of Health 


Part I 


Take a deep breath. 

How long can you hold it? Thirty sec- 
onds? A minute . . . maybe two? If you 
have gone more than a minute you are 
probably a well conditioned athlete. 

This simple experiment proves that hu- 
mans cannot live very long without air. 
In fact, without this essential ingredient 
of life they can live only a few minutes. 
Compared with food and water, the other 
two basic, physical necessities of life, air 
assumes top priority: you can live weeks 
without food and days without water, 
but no more than minutes without air. 

Consider, too, the amounts of these 
life-sustaining substances which man re- 
quires. The average human being needs 
about 30 pounds of air daily compared 
to some four and one-half pounds of wa- 
ter and two and three-fourths pounds of 
food. We can reject contaminated food 
or water, but not air of any kind. 

What is it that endangers our_air sup- 
ply? What exactly is air pollution? 

Pollution of the air we breathe is 
caused by fuel-burning in our homes, in 
factory boilers, in municipal power 
plants. These sources emit soot, flyash, 
smoke and a variety of gases such as 
sulphur dioxide to the atmosphere. 

Air pollution comes from automobiles, 
buses, trucks, diesel-powered railroads 
*Reprinted by permission from Health News, 


New York State Department of Health, June 
and July, 1959. 
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and ships whose exhaust pipes, carbure- 
tors and gasoline tanks add hydrocarbons 
and oxides of nitrogen to the air. 

In steel-producing areas smelters and 
satellite plants add dusts and metal 
fumes, carbon particles in the form of 
heavy smoke, fluorides, and gases such as 
sulphur dioxide to the atmosphere. Many 
other industries emit objectionable odors 
and gases. 

Homeowners, too, are a prolific source 
of air pollution with their backyard in- 
cinerators, open fires, automobiles, and 
home-heating plants. Municipal facilities, 
such as burning dumps, convert organic 
materials into airborne garbage. 

These are some of the materials in the 
air we are forced to breathe. Bad food 
or water we can reject, but we must use 
air as it comes to us. Should we not 
then be concerned with the purity of 
this threatened natural resource? 

Dr. Chauncey D. Leake told the Na- 
tional Conference on Air Pollution, held 
by the U. S. Public Health Service last 
fall in Washington, D. C., that “the pu- 
rity of the air we breathe is a great basic 
right we all acknowledge.” 

Dr. Leroy E. Burney, Surgeon Gen- 
eral, U. S. Public Health Service, summed 
up our nation-wide air pollution this 
way: “We are witnessing a dynamic 
transition in our environment. The new 
world we are creating . . . higher stand- 
ards of living, more comfortable, safer 
from communicable disease . . . brings 
with it new problems which will not 
wait for leisurely solution. They demand 
immediate readiness on the part of per- 
sons who are representing a great variety 
of disciplines and skills . . . a readiness 
based on mutual knowledge and mutual 
confidence. Air pollution is one of these 
problems .. .”” 

If we accept the World Health Or- 
ganization’s definition of health as “a 
state of complete physical, mental, and 
social well-being, and not merely the 
absence of disease or infirmity,” we cer- 
tainly must include air pollution as a 
health hazard. There is no question that 
heavy concentrations of air contaminants 
have caused death, particularly among 
persons with pre-existing illnesses, espe- 
cially pulmonary and cardiac diseases. 
We need only point to the well-docu- 
mented London incident of 1952,* when 
4,000 excess pulmonary and cardiac 
deaths resulted from a heavy smog, or to 
Donora, Pa., where in 1948 heavy smog 
os 20 persons and made 6,000 others 
ill.* 

Evidence is inconclusive, however, on 
the degree of pollution that is injurious 
to human health. Although we know 
there are harmful contaminants in the 
air we breathe it has not been possible 
to demonstrate, even in the London or 
Donora episodes, which contaminant or 
contaminant complex causes illness and 
death. Despite the lack of conclusive 
proof that low level air pollution will 
produce chronic illness, the weight of 
circumstantial evidence grows heavier as 
research progresses.” 

For instance, cancer-producing agents 
have been isolated from urban smogs 
and, using concentrates of these contami- 
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injections 


GUELPH, ONTARIO 


KOAGAMIN' 


parenteral hemostat 
“For Want of Timely Care, Millions 


. Have Died of Medicable Wounds.” 
John Armstrong, Art of Preserving Health, Bk. iii. 


timely care in curbing bleeding of 
any origin + millions of doses 
administered without any unto- 
ward effects - most economical 
hemostatic for routine use—costs 
less per injection, requires fewer 


KOAGAMIN, an aqueous solution of: 
oxalic and malonic acids for par- 
enteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 
CHATHAM PHARMACEUTICALS, INC. 
NEWARK 2, NEW JERSEY 


DISTRIBUTED IN CANADA 


BY AUSTIN LABORATORIES, LIMITED, Cathen 


nants, cancers have been produced in 
animals. Evidence piles up from lung 
cancer death rates in large cities which 
are twice as high as those in non-urban 
areas. Additional conclusive facts are 
supplied by the Parliamentary Gommit- 
tee on Air Pollution under the chairman- 
ship of Sir Hugh Beaver, appointed after 
the London episode of 1952. 
~ The Committee demonstrated in its re- 
port that Great Britain’s death rates for 
pneumonia, bronchitis, and other respira- 
tory diseases, excluding influenza, show 
definite, consistent differences between 
large population centers and rural areas.° 
A definite relationship between air pol- 
lution and chronic bronchitis also has 
been shown in Great Britain. In a re- 
cent study this disease ranked third 
among causes of death and first as a 


cause of work-days lost as a result of 
illness. 

A follow-up study of the population of 
Donora, Pa., shows that people who were 
made ill during the 1948 smog episode, 
have generally had poorer health and a 
higher mortality rate during the past ten 
years than those who were unaffected.’ 

So, while the association between at- 
mospheric contaminants and illness in 
humans has been difficult to substantiate, 
the evidence of a direct relationship is 
mounting. 

One air contaminant about which no 
question exists is pollen. A pollen-sensi- 
tive person often shows allergic symp- 
toms at very low toxicant intensities. 
Pollinosis affects a significant 4 to 10 per 
cent of the population. 

Estimates of the added costs of living 
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twice the release 
PA 


WAKE UPABRIGHT!. 


COMPANY 
inctive Rx Sx Sir 


from 


MORNING STIFFNESS 
ACHES and PAINS 


now double 
strength 

Relaxes the spasm that causes 
the pain. 

Relieves the pain that causes 
the spasm. 

Gets patients mo-o-o-ving 
faster in the morning. 


NEW ...capsule shaped tablet 
with easy-to-swallow film coating 
EACH SPECIAL COATED TABLET CONTAINS: 


Salicylamide........... . . 500 mg. 
me Mephenesin............ .. 333 mg. 
Ascorbic Acid. .......... 50 mg. 


> DOSAGE: 2 or more tablets q.i.d. after 
> meals and at bedtime. 


_ SUPPLIED: Economical bottles of 100, 
500 and 1,000. 

FOR SPECIFIC ANALGESIC THERAPY 
prescribe THE SALIMEPH FAMILY 


Salimeph Forte ¢ Salimeph-C 
Salimeph/Prednisolone 
Salimeph-C/Codeine Phosphate 
Salimeph-C/Colchicine 


Write for samples and literature... 


in a polluted atmosphere range from $10 
per capita per year and up in the United 
States. Accurate estimates of economic 
loss connected with air pollution are dif- 
ficult to make, but losses are incurred in 
the following ways: 

Incomplete combustion of fuel causes 
fuel waste. Recovery of marketable by- 
products of some manufacturing and 
commercial processes sometimes results 
in income for the firm and also removes 
a source of air pollution. 

Inhaling of polluted air by farm ani- 
mals decreases their yield of marketable 
produce, and raises the cost of their 
medical care. 
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Human medical costs go up in areas 
where air is polluted. 

The costs of structural maintenance, 
painting, cleaning, renovation, and re- 
placement are increased. 

Depreciation of property is accelerat- 


Manufactured products and foodstuffs 
deteriorate more rapidly. 

Machinery wears out faster. 

Household bills are raised out of line 
from more frequent laundering, cleaning 
and replacement of clothing, furniture 
= other personal and household mate- 
rials. 

Because natural light intensity is re- 


duced by polluted air, use of artificial 
light increases. 

In plants where delicate manufactur- 
ing processes are carried on, expensive 
air filtration machinery must be installed. 

in storage deteriorate more rap- 
idly. 


Navigational aids must be installed 
and used because visibility is restricted 
by smoke and smog. 

Finally, there is the cost in anguish 
and money of accidents which result 
from air pollution. 

Because of the significant economic 
waste caused by air pollution, it is diffi- 
cult to understand why control programs 
have not been conducted widely and 
comprehensively. Their cost is relatively 
little in comparison with losses resulting 
from air pollution. In few communities 
does the cost per capita per year exceed 
$1.00; a good general figure is less than 
25¢. 


ESTHETIC EFFECTS 


The notion that things which offend 
the senses are dangerous leads automat- 
ically to the belief that bad smells are 
hazardous or that bad-tasting substances 
are poisonous. Consequently, most air 
pollution complaints are made about 
contaminants which offend the senses. 
Esthetic effects, in fact, automatically 
give rise to the notion that air pollution 
as a whole is a hazard to human life. 

Often people who are exposed to ob- 
jectionable odors—fumes from a diesel 
bus or even eye-smarting smog—will in- 
sist that these foul smells are affecting 
their health. In a sense the complaint is 
justified because under the WHO defini- 
tion of health, there is interference with 
mental and social well-being. 


WHAT IS AIR POLLUTION? 


Air pollution is the presence in the 
outdoor atmosphere of one or more air 
contaminants in such quantities, of such 
characteristics, and of a duration injuri- 
ous to human, plant or animal life, or 
property, or which unreasonably inter- 
fere with the comfortable enjoyment of 
life and property.’ 

Like many other environmental prob- 
lems with which public health people 
are concerned, air pollution should be 
considered in terms of source, vector, 
and host. The problem would not exist 
unless these three elements were present. 

Sources of air pollution are many and 
include effluents from fuel-burning in 
homes, factories and power-producing 
operations; industrial and commercial 
processes; incinerator operations, and 
open-burning dumps. Much contamina- 
tion of the atmosphere results from the 
open-burning of debris, commercial 
waste and vegetation, vehicular exhaust 
and nuclear atomic blasts. 

Trees, plants, and grasses which give 
off pollen, dusty roads and even salt 
ocean spray also are sources of air con- 
tamination. Nowhere do we have com- 
pletely pure air. 

The air which transports these con- 
taminants from source to host is the vec- 
tor. The host is the human being, the 
animal, the plant, or the inanimate struc- 
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ture affected by the contaminant. The 
vector and host are difficult, if not im- 
possible, to control. We cannot, yet, 
change weather or alter meteorological 
conditions,‘ nor can we separate air pol- 
lution sources from the host; often the 
host is responsible in part for creating 
the pollution he breathes. Consequently, 
pollution must be controlled at its source. 

Generally, sources fall into three cate- 
gories: industrial and commercial, pub- 
lic and municipal, and private. The in- 
dustrial and commercial includes all 
manufacturing and fabricating enter- 
prises, chemical plants, smelters, refin- 
eries, and such commercial establish- 
ments as laundries and bakeries. Public 
and municipal sources include heating 
plants of large housing units, schools, 
hospitals, churches, public buildings, mu- 
nicipal incinerators, utilities, and open- 
burning dumps. Private sources include 
automobiles, home-heating units, back- 
yard trash burners, home incinerators, 
and leaf, brush, and other burning con- 
ducted by individuals. 

It readily can be seen that private 
sources of air pollution greatly outnum- 
ber industrial, commercial, public and 
municipal sources. Viewed in this light, 
it is not hard to understand that private 
sources account for the majority of con- 
taminants emitted to the atmosphere. 
Quantitative surveys conducted in the 
United States have repeatedly confirmed 
this fact. 

Air pollution control, then, is not just 
the control of industrial effluents because 
even if these were completely within pre- 
scribed limits the community would still 
be left with more than half of its original 
problem. Air pollution control must be 
practiced by every individual in our so- 


ciety. 


AIR CONTAMINANTS 


Contaminants discharged into the at- 
mosphere generally fall into two broad 
classifications: aerosols and gases. Many 
sub-categories make up the aerosols, such 
as dusts, fumes, mists, and vapors, all of 
which are very small liquid or solid par- 
ticles suspended in the atmosphere. 
Liquid aerosols tend to adhere or coa- 
lesce to form larger droplets, while solid 
particles agglomerate or mass together. 
The more particles or droplets present in 
a given volume of air, the greater is the 
coagulation rate. 

Organic and inorganic aerosols present 
in community atmospheres include car- 
bon black, flyash, soot, and smoke, metal- 
lurgical dusts and fumes, silica and sili- 
cates, and pollens. Most aerosols, which 
vary in size from a micron upward, re- 
sult from combustion processes. 

Aerosols deposit on clean surfaces, 
limit visibility and, therefore, offend the 
senses. Because of this it is not surpris- 
ing that air pollution is usually related to 
dust clouds and smoke palls. Carbon, tar, 
and other organic matter and more than 
20 metallic elements have been found in 
aerosol samples.*° 

The ability to scatter light, and there- 
fore to be seen, is an important aerosol 
property. The amount of light an aerosol 
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group without ill effect.” 


[McNEIL} 


_In colds, “flu,” sore throats— 
Tylenol for prompt relief of fever, 
headache, general discomfort. 


everything under control— 


including the temperature 


“ ..a safe and effective agent in the control of fever at any age in 
contrast to other agents which are of known toxicity...” 
“ ,.. this drug [acetaminophen] has been used extensively by our 


TYLENOL? Acetaminophen ... relieves pain and brings 
fever under control quickly, safely ...is well liked by children. 


2 dosage forms: 

TYLENOL ELIXIR 

120 mg. (2 gr.) per 5 cc.; 

4 and 12 oz. bottles. 

TYLENOL DROPS 

60 mg. (1 gr.) per 0.6 cc.; 15 cc. bottles 
with calibrated droppers. 


McNEIL LABORATORIES, INC., Philadelphia 32, Pa. 


1. Mintz, A. A.: Management of the Febrile Child, J. 
Ky. Acad. Gen. Pract. 5:26 (Jan.) 1959. 


disperses depends mostly on the particle 
size and the material’s refractive index 
and, to some degree, on the number of 
particles per unit volume. 

The most effective diameter for the 
scattering of light by a liquid aerosol is 
0.3 to 0.6 microns, which is near the 
lower wave range of visible light, i. e., 
0.3 to 0.5 microns. The blue haze char- 
acteristic of polluted atmosphere is usual- 
ly caused by the light-scattering effect 
of an aerosol suspended in the air. 

Aerosol particles of smoke range wide- 
ly in size. However, smaller particles 
which scatter light account for most of 


the dark grey color usually associated 
with a smokestack plume. These smaller 
particles may make up only a minor por- 
tion of the total weight of particulate 
matter being discharged. It is possible 
to remove the heavier particles which 
make up most of the weight without sig- 
nificantly changing the density or other 
characteristics of the plume. 

Gases do not mass or agglomerate as 
do aerosols. They are the air-like state 
of matter and can be changed to a liquid 
or solid state only by the combined ef- 
fect of decreased temperature and in- 
creased pressure. They tend to remain 
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Konsyl supplies a non-irritating bulk consisting 
entirely of hemicelluloses derived from blond 
psyllium. The smooth bulk of Konsyl disperses 
with the intestinal contents to create a soft- 
formed, easily passed stool. Konsyl assures the’ 
resumption of a normal peristaltic pattern and 
contains no sugar or other diluents. 


Your Patients 
will appreciate 
the modest cost! 


Made by BURTON, PARSONS & COMPANY, Since 1932 
Originators of Fine Hydrophilic Colloids 
Washington 9, D. C. 


suspended and to diffuse throughout the 
air mass in which they are contained. A 
packet of gas will rise or fall depending 
upon its relative density to air, but once 
it is dispersed it loses this tendency. 


WEATHER ELEMENTS 


Weather elements strongly influence 
community air pollution. Most of the air 
pollution incidents which have caused 
known human illness or death in the past 
have resulted from a combination of ele- 
ments which prevented diffusion of at- 
mospheric contaminants. Some of the 
elements which affect air pollution are: 


1) High and low pressure areas. Low 
pressure areas accompany movement of 
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air masses across the United States. They 
generally follow well-defined routes and 
normally are characterized by moderate 
wind speeds, small diurnal temperature 
changes, widespread cloudiness and pre- 
cipitation. High pressure areas follow 
the same general path as low pressure 
areas and are generally recognized by 
light surface winds, clear skies, and 
large diurnal temperature and humidity 
changes. 

Within a high pressure area the air is 
dense and tends to flow downward and 
outward. Thinner air tends to rise in a 
low pressure area. This produces a cir- 
culation pattern between air masses and 
generally disperses contaminants thor- 
oughly during low pressure conditions. 


The converse occurs under high pressure 
conditions. 


2) Precipitation. Rain and snow sweep 
contaminants down to the earth’s sur. 
face. 


3) Wind. The higher the wind the 
greater is the volume of air into which 
a given amount of contaminants is dis- 
persed. 


4) Turbulence. Turbulence is often 
mechanical, resulting from physical ob- 
structions protruding into the volume of 
moving air. Turbulence also can be ther- 
mal or convective, resulting from air 
density differences caused by air tem- 
perature variations. 


5) Temperature Variations with 
Height. Air, a gas, is subject to pressure, 
temperature, and volume changes. As 
air rises, the external pressure on it de- 
creases, its volume increases, and it cools 
at approximately 5.5 F. (dry air) for 
each 1,000 feet of rise. 

Heating of the earth by the sun and 
radiation of this heat from the earth at 
night causes a corresponding heating and 
cooling of the layers of the earth’s at- 
mosphere adjacent to its surface. Thus, 
the vertical air temperature profile at 
night differs from that during the day. 

Daytime air temperatures near the 
earth’s surface are higher than normal 
and air near the ground tends to rise; 
after sundown, air layers at the ground 
cool rapidly and usually remain fixed. 
Unless this heating and cooling is modi- 
fied by other weather factors—strong 
winds, cloudiness, and frontal movements 
—inversions exist during the night and 
unstable conditions during the day. 

The inversion condition, i. e., air tem- 
perature near the ground is cooler than 
the air above, keeps discharged air con- 
taminants close to the ground. Inver- 
sions observed in the early morning gen- 
erally break up by mid-day. From this 
it appears that most inversions occur in 
winter when nighttime cooling of the at- 
mosphere is of longer duration. This is 
not generally the case, however, because 
wind speeds usually are higher in winter 
than summer, mechanical turbulence is 
greater and inversions cannot form. 


TOPOGRAPHY 


Local topography modifies wind speed 
and direction and influences temperature 
profiles by air drainage and radiation. 
Valleys have greater diurnal tempera- 
tures than surrounding hills; cool air 
tends to drain into valleys and away from 
hilltops. In the morning, heating is 
greater where the valley ‘receives direct 
sunlight, causing air circulation within 
the valley. : 

Topographic influences are important 
considerations in air pollution control 
work because most population centers 
and concentrations of industry are locat- 
ed in valleys. With one notable excep- 
tion, air pollution disasters in London, 
England, have been caused by a com- 
bination of gross air contamination and 
peculiar meteorological and topographi- 
cal conditions. 
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> A meal of even the most colorful and the most meticulously prepared food 
ei can be dreary without salt. Neocurtasal, for the patient on a low sodium 
diet, brings back flavor to food and makes eating a pleasure once more. 
Neocurtasal is also valuable for preventing potassium deficiency 
(weakness, etc.) in patients on diuretic therapy with chlorothiazide or 
its derivatives, 
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calcium silicate and 
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Part II 


Air pollution influences the lives of 15,- 
000,000 people in New York State. 


It impairs their health. 


It wastes their money and damages 
their property. 


It gives a drab greyness to the public 
domain, wipes a dirty smear across things 
of civic beauty, and blots some of the 
pleasure out of life. 


Viewed from another angle, the New 
York State air pollution picture looks 
something like this: only one of 40 com- 
munities in the State with more than 
25,000 residents reports negligible air 
pollution. About three-fifths of cities in 
the 5,000 to 25,000 population bracket 
and about a third of those with less than 
5,000 residents have a bothersome air 
pollution problem. 

Why more in New York State than 
elsewhere? 

New York State has the greatest con- 
centration of population. It has more 


business, more industry, more commerce, 
more private services and public facilities 
available to its citizens than any other 
state in the Union. In New York State, 
as in others, a rapidly growing popula- 
tion is creating new consumers who de- 
mand increasing quantities of modern 


yzoods and services. More factories are 
built to meet these demands, more com- 
mercial functions and manufacturing 

processes are operated; more private of- 
fice and public administration buildings 
are put up to house the workers who do 
the herdes of detail work concerned in 
all this activity; and more power houses 
and heating boilers must supply power 
to turn the machinery, light the lights 
and heat these factories, plants and office 
buildings. 

More and more homes, which burn 
larger and larger quantities of fuel and 
produce increasing amounts of air pollu- 
tion, are built each year. Waste, rubbish 
and debris must be destroyed. Too often 
this is done in the open with little regard 
for the products of their combustion 
which are added to the general air pol- 
lution complex. 

An increasing number of buses and 
automobiles carry workers who live in 
these homes back and forth to their jobs, 
to shopping centers, to a variety of rec- 
reation points and on an assortment of 
family errands. Much of the fuel needed 
in these motor vehicles finds its way, 
partially or completely unburned, into 
the atmosphere from exhaust pipes or as 
evaporation from gasoline tanks, carbure- 
tors, gasoline pumps and tank farms. 

And so it goes. This expanding, end- 
less cycle daily throws thousands of tons 
of harmful material into the air we must 
breathe. Without a vigorous, compre- 
hensive control program the situation 


only can get worse. This is air pollution 
in New York State. 

So far, in an effort to do something 
about it, three state-wide surveys have 
been completed to help produce a real 
and factual basis on which the nature 
and magnitude of this problem can be 
understood. The first, by the State De- 
partment of Labor in 1954,” recorded 
opinions of local public officials about 
the air pollution problem in their com- 
munity. 

In 1955-56 a survey of air pollution 
was made by the State Health Depart- 
ment." Complaint files were reviewed 
and in each community local officials 
were interviewed. Tours were made of 
local areas to determine obvious pollution 
sources. Later, in 1956, New York Uni- 
versity conducted a third survey. De- 
tailed appraisals were made in a limited 
number of communities. Officials were 
interviewed and more local tours were 
made.” 

Survey samples of the Health and La- 
bor Department studies were large ex- 
cept in the smallest community cate- 
gories; New York University sampled 
only a limited number of communities. 
Despite many differences in design and 
conduct of the three studies, results cor- 
related reasonably well and produced a 
comprehensive picture of air pollution.” 
Study conclusions showed that air pollu- 
tion is a state-wide problem, that virtual- 
ly every community has polluted air, and 
that adoption of abatement ordinances 
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and initiation of effective control pro- 
grams have not paralleled recognition of 
these problems. 

Probable existence of air pollution, its 
severity, and the extent of controlling or- 
dinances are all directly related to popu- 
lation. Nevertheless, problems were found 
in some sparsely populated communities 
and in some residential areas too—a fact 
that emphasizes the fallacy of trying to 
appraise an air pollution situation only 
by spotting large industrial centers on a 
map. No section of the State completely 
escapes some form of air pollution. . 

Nor is there a single or predominant 
source of pollutants. There is no one of- 
fender. Contrary to widespread belief, 
industry alone does not bear responsibil- 
ity for damaging our vital air resources, 
although it is a heavy contributor. Ap- 
proximately one-half of our air pollution 


is caused by business, commerce, and in- 
dustry; the other is created by the citi- 
zens and the public facilities which serve 
them. 

‘In the past, air pollution problems 
were most often perceived by the senses 
and even today smoke and odors from 
open burning dumps are the most fre- 
quently reported sources of air pollution 
in all community categories. Thus far, 
however, no estimates of the relative.con- 
tributions of contaminants by sources 
have been made in New York State. Ex- 
cept for New York City, which has an 
acknowledged problem and also an active 
control program, virtually no objective 
work has been undertaken to evaluate 
concentrations of air pollution. Beyond 
the borders of New York City, practical- 
ly no air samples are taken by local air 
pollution control agencies. 
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Pollinosis caused by ragweed pollen 
affects a minimum of a half-million resj- 
dents in New York State. Extensive air 
samplings in 1953 showed heavy air- 
borne pollen concentrations in all but 
two small sections of the State. Surveys 
from 1949 to 1957 on the periphery of 
the Adirondack and Catskill regions dem- 
onstrated that ragweed is encroaching on 
these previously pollen-free areas. 

The degree of air pollution in any 
New York State community can vary 
widely even though contaminants may 
be discharged to the air within the com- 
munity at a more or less constant rate. 

As evidenced by the sharp increases in 
radioactivity measurements that follow 
nuclear test explosions in western United 
States, mass air movement over New 
York State is generally easterly. How- 
ever, in the autumn it is common for 
large high pressure areas to stagnate 
over the State and remain stationary for 
almost a week and sometimes more. This 
tends to increase pollution levels over a 
wide area. 

New York State has notable variations 
in topography from extremely mountain- 
ous regions to flatlands bordering the 
Great Lakes. Many deep valleys run 
through the State, mostly transverse to 
prevailing winds. The Mohawk Valley 
which runs from west to east is the ma- 
jor exception. A large segment of the 
population lives on the floor of these val- 
leys where inversion effects are most pro- 
nounced. Although westerly winds pre- 
vail throughout the year in New York 
State, local valley winds are important. 
It is likely that because of the diurnal 
cycle of such winds the same areas with- 
in a valley often receive short fumiga- 
tions day after day. Topography and 
local meteorological conditions, therefore, 
greatly influence the severity of pollution 
in many communities. 

Long-period United States Weather 
Bureau records are available for most of 
the State, but micro-meteorological data 
are almost totally lacking except for a 
few intensive but localized studies, such 
as those conducted at Brookhaven Na- 
tional Laboratories on Long Island for 
the Atomic Energy Commission. 

Intercommunity travel of air contami- 
nants is quite common in New York State 
and consideration must be given to broad 
area programs which encompass several 
political jurisdictions. The problems of 
air pollution are, to some extent, inter- 
state” and international in character, and 
their solution will require special study 
and negotiation. 


WHAT IS BEING DONE 


A four-year study of air pollution was 
begun in 1952 by the State Joint Legis- 
lative Committee on Natural Resources 
and culminated in the passage of the Air 
Pollution Control Act in 1957. Passage 
of this Act puts New York State among 
those in the vanguard of an initial con- 
trol effort. 

The Act amended the Public Health 
Law by inserting a new Article 12-A. 
Under this Article it is the policy of the 
State of New York to maintain a reason- 
able degree of purity of the air resources 
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of the State, which shall be consistent 
with the public health and welfare and 
the public enjoyment thereof, the indus- 
trial development of the State, the prop- 
agation and protection of flora and fauna, 
and the protection of physical property 
and other resources. To these ends all 
available practical and reasonable meth- 
ods to prevent and control air pollution 
in the State of New York must be used. 

The Act authorizes the creation of the 
State Air Pollution Control Board of nine 
members, five of whom are department 
heads of state government. The other 
four are selected by the governor to rep- 
resent medicine, industry, engineering 
and local government. 

The Board is empowered to conduct 
studies; prepare and develop comprehen- 
sive plans for abatement and prevention 
of air pollution; to issue orders to control 
pollution; and to require the submission 
of plans for air pollution control equip- 
ment. It may also conduct research, hold 
public hearings and is given the responsi- 
bility of training local personnel, and of 
preparing and distributing information on 
air pollution control. 

Also the Board is charged with the 
duty to provide technical consultation 
services to local communities, to deter- 
mine the degree of air pollution, and to 
encourage the strengthening of local air 
pollution agencies. 

Beginning July 1, 1959 the Board was 
given the legal power to adopt air pollu- 
tion control rules and regulations. A 
lapse of two years from the date of 
passage of the Air Pollution Control Act 
provided opportunity for the Board to 
develop a plan of action based on first- 
hand information and a solid background 
of experience.” 

During 1958 the Board inaugurated a 
state-wide sampling network of 15 sta- 
tions located mostly in larger communi- 
ties. Suspended particulate matter in the 
air is collected with high volume air 
samplers, and daily samples from each 
station are completely analyzed. Data 
collected from them enable the Board to: 

1. Assemble basic data on the nature 
of air pollution within the State. 

2. Show trends in relation to time, 
geographic variation, influence of topog- 
raphy, population, industry, and other 
variables. 

3. Provide data against which epidemi- 
ological findings may be correlated. 

4. Demonstrate to local communities 
the value of obtaining more extensive 
data of this nature. 

A ragweed pollen sampling network 
was established in 1958 to determine 
concentrations of ragweed pollen in the 
larger population centers of the State. A 


mosphere in New York State was begun 
in 1958. Its initial segment was com- 
pleted in metropolitan Elmira and will 
furnish basic data required to develop a 
comprehensive control program in that 
area. 

Work has been started in Erie County 
as part of an over-all study of air pollu- 
tion on the Niagara frontier. All pollu- 
tion sources and their effluents are being 
scheduled for close scrutiny—municipal 
dumps, industrial stacks, public and pri- 
vate buildings, automobile exhaust, back- 
yard incinerators, home heating plants. 

The Elmira study has confirmed facts 
unearthed by studies in other parts of 
the United States. Although metropoli- 
tan Elmira is a moderate-sized, diversified 


industrial area, on a weight basis, indus- 


trial sources there contribute less than 
half of the air pollutional load to the at- 
mosphere of the community. Most of the 
pollution results from routine functions 
of everyday living—heating homes, driv- 
ing automobiles, burning trash, refuse, 
leaves, and similar activities. This fact 
too often has been overlooked when 
strict controls were applied to industry 
without adequate appraisal of what this 
type of control could accomplish. Even 
if industrial effluents were controlled 100 
per cent, more than half of the problem 
would still remain. Local nuisance prob- 
lems, however, still are caused chiefly by 
industrial effluents and, because of their 
obviousness, sometimes are subjected to 
a disproportionate amount of blame. 
The general public must know how it 
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pollen count based on results from this 
network was made available on a daily 
basis to keep residents informed of the 
extent of pollen pollution of the atmos- 
phere where they live. Information on 
the pollen counts was published daily to 
develop local interest and concurrent 
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taminants being discharged into the at- 
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contributes to community air pollution 
and what measures and precautions can 
be taken individually and collectively to 
reduce this contribution. A general in- 
formation program was started in April, 
1958. Each citizen must be made aware 
that air pollution exists where he lives, 
that he contributes to it, that he should 
do something about it. This citizen is 
the “Mr. Everyman” referred to by Dr. 
Herman E. Hilleboe, State Health Com- 
missioner, in his discussion of state and 
community needs and responsibilities be- 
fore the National Conference on Air Pol- 
lution sponsored by the Public Health 
Service last November. Doctor Hilleboe 
maintained that, too frequently, Mr. 
Everyman thinks of air pollution in terms 
of Donora, Pa., London, England, or the 
Meuse Valley in France rather than in 
his own home town. 

An information and education pro- 
gram is essential to every air pollution 
program. This idea was emphasized dur- 
ing a pilot survey in Greater Elmira last 
fall in which a potentially hostile at- 
mosphere was made cooperative—even 
cordial—after comprehensive coverage in 
the daily press and radio. Once the sur- 
vey party’s objectives and methods of 
operation were known and understood, 
all segments of the community coop- 
erated. 

To educate and motivate Mr. Every- 
man, says Dr. Hilleboe, two walls which 
surround him must be breached: the wall 


of awareness and the wall of opinion. 


To penetrate the first barrier Mr. Every- 
man must be convinced that air pollution 
exists right in his own home town and is 
a condition to which he innocently con- 
tributes. And to assault the second wall, 
air pollution must be graphically related 
to his immediate health and welfare. 

Each citizen must be convinced that 
air pollution control will improve his 
health, keep his shirts clean longer, and 
reduce the burden of household work on 
his wife. Merchants must be convinced 
that pure air and clean buildings will at- 
tract more customers, and local govern- 
ing bodies must believe that their sup- 
port of air pollution control will maintain 
their roles as leaders in the community. 
The industrialist must be satisfied that 
an optimum amount of source control 
equipment will not wipe out his next 
quarterly dividend, but instead will re- 
sult in lower tax assessments, more good 
will and less sickness-absenteeism.” 

Training programs for personnel of lo- 
cal air pollution control agencies were 
initiated by the State Air Pollution Con- 
trol Board in December, 1957. A series 
of orientation courses around the State 
were offered to acquaint local people 
with the problem and over-all objectives 
and plans of the Air Pollution Control 
Board. After the orientation courses, an- 
other series in smoke observation and 
control was conducted. Also, a course in 
air sampling techniques was conducted 
for technical control personnel. 

The Air Pollution Control Board is 


providing assistance to local air pollution 
control agencies. This assistance ranges 
from advice on specific problems to the 
establishment of air sampling networks 
to determine sources and extent of local 
problems. 


PLANS FOR THE FUTURE 


The area appraisals of air pollution 
problems and contaminant emissions 
studies will be continued until the entire 
State has been surveyed. This, it is an- 
ticipated, will required more than 10 
years to complete. Rules and regulations 
based on survey data will be promulgat- 
ed for individual areas. 

Public information and education pro- 
grams will be expanded because it is im- 
portant for all people to know how air 
pollution can be controlled individually 
and communitywise. If an adequate staff 
of trained, experienced personnel can be 
obtained, publication of a periodical and 
other information projects will be un- 
dertaken on a regular basis. Training ac- 
tivities will be continued to provide op- 
portunities for the staffs of air pollution 
agencies to attain the level of competen- 
cy they desire in order to cope with their 
own problems. 

The air sampling network and the 
pollen sampling network will be enlarged 
so that more complete coverage of the 
State can be obtained. 

Research and special epidemiological 


.studies are needed to determine more 


fully the relationship between air pollu- 
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tion and morbidity. It is planned to add 
a fulltime physician to the staff of the 
Air Pollution Control Board to work on 


this project. 

Local commaunitios will be encouraged 
to control their own air pollution prob- 
lems and to strengthen their organiza- 
tions. The Board will continue to pro- 
vide technical assistance and advice to 
control organizations. 


CONCLUSIONS 


Air pollution has generated much pub- 
lic interest in the past few years. Cer- 
tainly the public will not rub its eyes or 
hold its nose forever without insisting 
that something be done. There is a 
strong tide swinging behind a demand 
for better health and a better and more 
comfortable environment. This cannot 
be stemmed 
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Chances of having 
a plural birth* 


Plural births are a relatively uncommon 
occurrence. Of the approximately 27,- 
700,000 confinements in the United 
States during the 7-year period 1951-57, 
less than 300,000 resulted in a plural 
birth in which at least one infant was 
born alive. This is a frequency of a 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, January 1960. 


little more than 10 per 1,000 confine- 
ments. 

Twins account for the great majority 
of plural births. For every million con- 
finements in the period under review, 
there were 10,539 pairs of twins, 93 sets 
of triplets, and only about 1 set of quad- 
ruplets. In other words, twins occurred 
once in every 95 confinements, triplets 
once in about 11,000, and quadruplets 
about once in every 900,000 confine- 
ments. There were no quintuplets born 
in the years under survey. 

The likelihood that a confinement will 
result in a plural birth varies with the 
age of mother. The chances are smallest 
for teen-age mothers—6 per 1,000—and 
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increase with advance in age to a maxi- 
mum of about 16 per 1,000 at ages 
35-39. Women in this age group ac- 
counted fer little more than 8 percent of 
all confinements, but for 13 percent of 
the twins and for 17 percent of the 
triplets born during 1951-57. The 
chances that the confinement of a woman 
aged 40-44 will result in a plural birth 
are nearly 13 per 1,000 and for those 
at the end of the reproductive period 
the chances are about 8 per 1,000. 

The relative frequency of plural births 
is greater for nonwhite than for white 
wemen. The chances are 14 per 1,000 
for the nonwhite and 10 per 1,000 for 
the white women. Moreover, the racial 
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difference in the likelihood of a plural 
birth increases somewhat with the num- 
ber of children born at one confinement. 
Twins are relatively about 1% times as 
frequent among nonwhite as among 
white mothers; triplets were 1% times, 
and quadruplets 1 4/5 times as frequent 
as among the white. 

As already indicated, the figures un- 
derstate the actual frequency of plural 
births inasmuch as they relate only to 
sets in which at least one baby is born 
alive. However, until the registration of 
fetal deaths becomes more complete, it 
will not be possible to have a full count 
of plural births, including those in 
which there are no liveborn. 


Reinforcement 


of family ties* 
Geraldine Gourley} 


During the past several years, there has 
been increasing concern about an appar- 
ent weakening of the family as a strong 
effectively functioning entity. This con. 
cern is shared by other countries across 
the world, where industrialization and 
other “benefits” of Western culture are 
accompanied by a breakdown in family 

e. 

There have been many attempts to ex- 
plain the reasons for this situation which 
we will not try to explore, but it does 
behoove each of us who has a responsi- 
bility for working with families to ask 
whether our efforts contribute to or 
threaten any aspect of family security 
and strength. 

The importance of the family, both as 
a social force and as the basis for healthy 
personality development, is consistently 
stressed. We have swung from rigid 
routines in baby care to self-demand 
feeding, from early toilet training to self- 
discipline, and have made many changes 
in our ideas of what is “good for peo- 
ple.” But at least intellectual acceptance 
of the value of the family has remained 
constant. Emphasis is, in general, on the 
primary family with some recognition 
that it does not exist in a vacuum, but 
is a member of a community. There is 
less expressed recognition that this fam- 
ily is also a member of a family, and of 
a social group from which it derives its 
identity. 

Relationships inherent in the extended 
family have almost disappeared from 
segments of our population. In certain 
groups these broad family ties still exist 
and are important. And, for those of us 
who may have lost these close ties, there 
is often a sense that here we may have 
lost something of value. How often have 
we heard our mobile friends say wistfully 
that “the family is so separated,” a note 
of regret that there is, for their chil- 
dren, so little sense of family that reaches 
beyond the typical American home? One 
of the plausible explanations of the cause 
of weakened family effectiveness is the 
lack of roots in broader family relation- 
ships. What additional strains are placed 
on parents where support from and close 
identification with their own families are 
missing? What is lacking for a child who 
does not feel a close part of a family 
which reaches beyond his own house- 
hold? If we can concede that these are 
important relationships to conserve and 


°Reprinted from Public Health Reports, Jan. 
1960. 


+Miss Gourley is a medical social consultant in 
the child development center of the New Mex- 
ico Department of Public Health in Santa Fe. 
The paper was presented at the 17th annual 
meeting of the United States-Mexico Berder 
Public Health Association in Brownsville, Tex., 
April 1959. 
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strengthen, we must consider the part 
we play in strengthening or threatening 
these ties and, thereby, in affecting the 
ability of the family to meet its obliga- 
tions successfully. 


THE FIGURE OF AUTHORITY 


Studies have been made to evaluate 
the secondary effects of health programs 
which substitute professional authority 
for the traditional teaching by older 
family members, experienced neighbors, 
or other key persons in the social group. 
It seems safe to speculate that these 
changes in authority figures are not with- 
out significance. And we might further 
speculate that, when these persons ‘are 
divested of authority and respect in such 
vital fields as family health and child 
rearing, this may carry over into other 
areas of relationship. Can members of 
the family or social group, whose ideas 
on these matters have been labeled 
“wrong,” “misinformed,” or even “bad,” 
be expected to retain respectful consid- 
eration for their attempts to support so- 
cial values basic to family functioning 
within the specific culture? 

No one of us who has worked in pub- 
lic health questions that there are health 
practices which we must attempt to 
change. This is a large part of our rea- 
son for being. But we may need to 
weigh the actual health implications of 
some ill-favored practices against the 
possibility of strained relationships with- 
in the family or social group. 

In the past few years we have become 
imbued with the importance of “culture.” 
We find extensive material in health 
journals stressing the need for knowledge 
about and respect for the cultural back- 
ground, beliefs, and customs of any 
group affected by health programs. 

Culture is, of course, not the exclusive 
property of these groups sometimes de- 
scribed as “backward” and “interesting.” 
As health workers we have a definitely 
ascribed culture which influences our 
own attitudes and behavior. Practices 
of child care, family management, medi- 
cal care, and general patterns of family 
living which differ from the accepted 
theories and practices of the culture to 
which we belong, or aspire, may be 
labeled as “wrong,” “misinformed,” or, 
even worse, as “quaint” and “amusing” 
and therefore not to be considered seri- 
ously. 

With our “scientifically oriented” be- 
liefs about what contributes to or threat- 
ens health, there is a strong temptation 
for professional workers to have a sense 
of the rightness of our authority. After 
all, don’t we represent a way of life 
which produces statistics showing signifi- 
cant decreases in morbidity and mortal- 
ity, better teeth, and children who can 
tip the scales at a higher level? This 
very assurance of authority has contrib- 
uted to parents having a tendency to 
become dependent on professional work- 
ers. If the professional worker feels that 
his role entitles him to this authority and 
derives satisfaction from having people 
depend on him for advice and help, he 
may voluntarily or involuntarily develop 
willing and compliant followers. But the 
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1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952 


Detroit 11, Michigan 


professional worker cannot and would 
not be willing to fulfill the role of those 
persons who may be estranged by this 
transfer of dependency, nor can he satis- 
fy the emotional needs which can only 
be met within the family or social group. 

Any attempt to bring about changes 
which may result in friction, resentment, 
or lessened sense of value to any impor- 
tant family member, or threaten the par- 
ents’ position in the social group with 
which he is identified, should be made 
only with full knowledge of possible con- 
sequences. When, after such a careful 
evaluation, we feel convinced that change 
is important for the welfare of the fam- 
ily, we must make as earnest an effort 


to handle possible family tensions as we 
make to alter the health practice itself. 
Pressure for change tends to produce 
strain, since it implies criticism of pre- 
vious methods. We can partially balance 
this strain by consciously reinforcing 
those things in the culture which are im- 
portant and which provide stability. 

To deprive the older family member 
of her authority on what constitutes 
proper feeding of the family and the ap- 
propriate way to treat a child’s illness, 
and still show respect for her role, is not 
easy. It can be done convincingly only 
if we have real conviction of her impor- 
tance. The effect of a tolerant but con- 
descending smile, the summary dismissal 
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of a family health practice or social cus- 
tom, may have more disrupting effect on 
family relationships than we realize; on 
the other hand, the genuine respect of a 
professional worker for the authority fig- 
ures in a social group may give them 
much-needed support in fulfilling their 
roles and contributing to family strengths. 


In a number of instances, programs 
reflect an attempt to avoid or mitigate 
the threat to family and group solidarity 
from situations produced by change. 
Classes for expectant mothers, for ex- 
ample, have included expectant fathers 
and grandmothers, as well as other group 
members who represent authority. This 
would seem to be. worth while since 
there is no time in a young woman’s life 
when she is more in need of family ac- 
ceptance and support. It is also a most 
important event for the total family. 

An important consideration in the suc- 
cess of such an experiment is the purpose 
and method of including these additional 
persons. How are these family “authori- 
ties” viewed by the professional worker? 
Are they expected to sit as listeners 
while we attempt to impart our health 
culture? Or are they encouraged to par- 
ticipate as recognized and respected au- 
thorities, with every possible support 
given their ideas even though some of 
them may have little scientific basis ac- 
cording to our present knowledge? 

I use the term “present knowledge” 
advisedly. Some of us remember the 
days when we, with complete profes- 
sional sincerity, contributed to making 
grandmother a dangerous character to be 
watched or she might rock the baby or 
slip him a between-feeding snack. Many 
a child was saved from the rigid schedule 
only because grandma knew too much 
to go along with the “education” of that 
day. And at how many foods aitd home 
remedies have we looked down our pro- 
fessional noses, only to go back to en- 
couraging their use at a later date? Even 
when we can feel reasonably certain 
that a custom has no scientific health 
value, this does not mean that it holds 
no social value for the members of the 
group. Unless the practice is actually 
harmful, it can at least be given respect- 
ful consideration. Many a skillful nurse 
encourages the expectant mother to fol- 
low her own mother’s advice regarding 
the muneco, or cloth band, around her 
waist to keep the fetus in place, at the 
same time that she attempts to influence 
her diet and general prenatal care. And 
at some of the hospitals caring for our 
southwest Indians, highly skilled physi- 
cians have realized the value of inviting 
medicine men to participate in the treat- 
ment of certain patients. 

With all our best efforts to gain social 
group support for a family, there will be 
times when we have to encourage a par- 
ent to take a stand which we know may 
produce conflict. In these instances, we 
can at least attempt to develop sympa- 
thetic understanding of the feelings 
which may be aroused and lend our help 
so that the situation can be handled with 
minimum guilt and resentment. We must 
be as much concerned with helping par- 
ents maintain the best relationships pos- 
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sible as in supporting them to remain 
firm about a controversial family issue. 
Identification with a young mother 


‘against her unreasonable relatives or 


neighbors will serve no purpose. An at- 
titude of “I am on your side; pay no 
attention to those misinformed and mis- 
guided advisers” will not be of lasting 
help. She will need these relationships 
long after we have moved out of the 
picture. 

When changes may bring conflict be- 
tween husband and wife, we need to 
take an even longer look at the advisa- 
bility of supporting such recommenda- 
tions. It may be of questionable value 
to have a child with good teeth and 
strong muscles, who is fed, toileted, and 
disciplined according to the latest the- 


ories, if friction between parents prevents 
family unity necessary for healthy emo- 
tional development. 


FAMILY COHESION 


Probably the most critical events in 
the life of any family, those experiences 
which have throughout time drawn fam- 
ilies closest together, are childbirth and 
illness. The development of modern fa- 
cilities is removing both of these from 
the home and away from the family. 

Many of us have probably been in 
some way connected with a home de- 
livery. This was certainly a family af- 
fair, with relatives and neighbors par- 
ticipating, and father and children wait- 
ing for a signal to claim the mother and 
new baby. The contrast with delivery in 
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some of our hospitals has caused many 
thoughtful persons to question what may 
be the effect on family life and on the 
ultimate welfare of mother and child. 
In some of our hospitals we have come 
through the period when, for reasons of 
obsession with sterility or hospital rou- 
tine, the mother disappeared into the 
mysterious recesses of the hospital, not 
to reappear again until it was “all over.” 
The baby was immediately relegated to 
a separate nursery, scarcely to be seen 
thereafter except through a glass wall. 
The only visitor permitted on the ward 
was the father, and he was often so 
awed by the professional atmosphere 
that he sat out his visiting hour, stiff and 
uncomfortable, not daring to touch the 
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baby which had been made so formid- 
able by sterile precautions. 

I will not be so heretical as to sug- 
gest that the figures presented to show 
increases in hospital deliveries may not 
always indicate unmitigated blessings. 
But certainly we can question hospital 
policies which preclude family partici- 
pation. Some of our leading physicians 
and hospital administrators are success- 
fully taking steps to reinstate the arrival 
of a baby as a family affair. Rooming-in 
has proved most successful where prop- 
erly administered. More flexible visiting 
policies which encourage families to visit 
the mother and baby have brought no 
alarming increases in infections nor have 
had damaging effects on mother and 
child. The era of rigid seclusion, how- 


ever, has left its imprint. Certainly not 
all hospitals in this country have shown 
recognition that childbirth has more than 
physical significance. And our contribu- 
tion to health practices all over the 
world will long be felt. Recently. a physi- 
cian from one of the medical schools in 
the United States told of an experience 
while visiting a hospital in South Amer- 
ica. The local physician, who had spent 
some time at a medical school in this 
country, showed him the maternity 
ward. Mothers and babies contentedly 
shared the same room, with a basket for 
the baby attached to the bed. Relatives 
were visiting comfortably, making prop- 
er exclamations of pride over the new 
family member. The doctor apologized 
for the “primitive” conditions and ex- 
plained that a new ward was soon to be 
constructed where babies could be seg- 
regated in a nursery according to the 
best standards in the United States. The 
U.S. doctor could only protest, “Don’t 
let them! We are now trying to build a 
new ward to accomplish what you al- 
ready have here.” 

The old picture of the family doctor 
sitting by the bed of the sick child, with 
parents standing tensely together at the 
foot, still hangs on many a wall. No one 
wants to return to that day. The par- 
ent of any seriously ill child gives deep 
thanks for the facilities of the modern 
hospital. But no parent wishes to be 
excluded from his child’s care at such a 
time. It has been adequately demon- 
strated that effective hospital care does 
not mean taking over a child and ex- 
cluding the family from any significant 
part of the experience. Yet any one of us 
could tell of cases where the sick child 
has become the property of the hospital, 
with visiting hours and conditions pro- 
hibitive of family involvement, no 
planned efforts to maintain the patient as 
part of the family, and no apparent rec- 
ognition of family fears, customs, or 
rightful interest. We could also cite prob- 
lems arising when we have tried to get 
these children back in the families at the 
time the hospital is ready to give up its 
claim. I hope we can balance these ex- 
periences with those where the child was 
given medical care with an understand- 
ing that he was and must remain part 
of a family, that there were.a number of 
family members and friends important 
to him, and where the whole experience 
was one that contributed to the child’s 
development and to the ties which draw 
a family closer together. 

I do not lay at the feet of the already 
overburdened and conscientious health 
worker the total responsibility for the 
rise and fall of family life. The most and 
the least that we can do, as professional 
persons concerned with total family 
health, is to consider all our efforts in 
the light of their significance for family 
functioning. We are in a position to 
make meaningful contributions to family 
life. When the day comes that all as- 
pects of health, as defined by the World 
Health Organization, physical, social, 
and emotional, receive equal concern 
and emphasis, we may be able to play 
an even more important role. 
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patients 
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with food 


PHANTOS ‘and PHANTOS-10 


fit the needs of these “should, but can’t” reducers 


PHANTOS (full strength) and PHANTOs-10 (two-thirds strength for 
those who can be managed on lower dosage) effectively counteract the 
underlying causes of overeating which make the patient “who just 
can’t stay on a diet” so difficult and discouraging to treat. 

PHANTOS and PHANTOS-10 provide: mood elevation to help allay the 
stress and depression which weaken will power, plus day-long appetite 
suppression # a helpful metabolic boost = convenient once-a-day dos- 
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timed releases throughout the day: 


IMMEDIATE ¥ yroi 
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Amphetamine sulfate 


PHANTOS-10 
(two-thirds 
strength) 


PHANTOS 


INTERMEDIATE bd 
RELEASE 


gr. 


Thyroid 


FINAL 
RELEASE Phenobarbital* 


Amphetamine sulfate 


*(Warning: May Be Habit-Forming) 
DOSAGE: One PHANTOS or PHANTOS-10 Capsule daily, taken on arising. 
COOPER, TINSLEY LABORATORIES, INC., HARRISON, N. J. 7 


Marked population 
growth* 


Both the United States and Canada re- 
corded large population gains during 
1959. In the United States} the increase 
exceeded 2,900,000, raising the total pop- 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life I e Company, January 1960. 

tAll figures in this article relating to the United 
States include the States of Alaska and Hawaii, 


which were admitted to the Union on January 
3, 1959, and August 21, 1959, respectively. 
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ulation of the 50 States, including the 
Armed Forces overseas, to 179,250,000 
at the end of the year. In the 9% years 
since the 1950 Census more than 27.5 
million people have been added to the 
population, an increase averaging 1.7 
percent annually. Canada has been ex- 
periencing a much higher rate of growth, 
the population having increased by 2.7 
percent a year since the June 1951 
Census. At the close of 1959 Canada’s 
population reached 17,682,000, an incre- 
ment of about 400,000 during the year 
and of almost 3,700,000 since June 1951. 

The unprecedented population growth 
in the United States during the 1950’s 


resulted largely from a rise in births to 
record high levels. Births have exceeded 
4.1 million annually for six successive 
years. There were about 4,320,000 babies 
born in 1959, compared with about 
4,270,000 the year before and with the 
all-time high of 4,334,000 in 1957. The 
births in 1959 correspond to a rate of 
24.4 per 1,000 population in the United 
States. In every year of the 1950's the 
birth rate was 24 per 1,000 or higher, 

The babies born in 1959 were favored 
by good health conditions. Infant mor. 
tality for the year was not much above 
the all-time low level established in 1956, 
There were about 26.4 infant deaths for 
every 1,000 live births, compared with 
26.9 in 1958 and with 26.1 in 1956. The 
rate in 1959 was somewhat lower than it 
had been a decade earlier and about ene 
half that of two decades ago. 

General mortality in the United States 
also declined slightly in 1959, the death 
rate decreasing to 9.4 per 1,000 popula- 
tion, from 9.5 in 1958. The rate for 1959 
was only 2 percent above the all-time 
low of 9.2 per 1,000 recorded in 1954, 
As a result of the growing numbers of 
infants and very old persons in the pop- 
ulation—the two groups with the highest 
mortality—the number of deaths has in- 
creased for five consecutive years, reach- 
ing a new high of about 1,660,000 in 
1959. 

The number of births exceeded deaths 
by about 2,660,000 in 1959. This was 
greater than the natural increase for 
1958 and not much below the record 
high increment for 1957. The United 
States also gained about a quarter mil- 
lion persons through migration during 
1959, or approximately the same number 
as in each of the two prior years. 

Every geographic division of the Unit- 
ed States gained population during 1959. 
The Pacific and Mountain States con- 
tinued to lead the country in the rate 
of growth, though by a smaller margin 
than in earlier years of the decade. Dur- 
ing 1959 the population in the West in- 
creased by 2.5 percent; this was almost 
one and one half times the national rate 
of growth but one fifth below that area’s 
annual rate during 1950-58. Since April 
1950 California alone has grown by 4.3 
million inhabitants, which represents 1 
of every 6 persons added to the nation’s 
population. California’s population now 
numbers close to 14.9 million, and is ex- 
ceeded only by that of New York State 
(16.6 million). 

Population growth during 1959 was 
even more rapid in three other Western 
States. In Arizona the gain amounted to 
4.6 percent; in Hawaii and Nevada it 
was 3.9 and 3.6 percent, respectively. 
The largest relative increase, namely, 5.1 
percent, occurred in Florida, which has 
been experiencing a vigorous growth for 
many years. In fact, Florida’s gain of 
about 2.1 million residents since April 
1950 is exceeded only by that for Cali- 
fornia. 

Only three States have lost population 
since April 1950. The number of resi- 
dents has decreased by 176,000 in Ar- 
kansas and by 44,000 in West Virginia. 
In Vermont the population has remained 


i 
(full 
strength) 
| 


for new 
flexibility 
in control 
of infections 


Offers the full 


(chloramphenicol sodium succinate, Parke-Davis) 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) plus high tissue tolerance, ready 
solubility in parenteral fluids, ease of preparation, and minimal irritation at the site 
of injection. Supplied in 10-cc. Steri-Vials,? each containing the equivalent of 1 Gm. 
chloramphenicol, in packages of 1 and 10. 3 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 


mittent therapy. 


IP): PARKE, DAVIS & COMPANY DETROIT 82, MICHIGAN 
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more than just a lubricant... 


RELIEF 


RECTAL 


new “‘break-back”’ box of 12 


SUPPOSITORIES 


Clinically 
proven 

Rectal Medicone 
is more than 

just a lubricant 

— a comprehensive 


formula» »» BENZOCAINE — safely, promptly arrests pain, 
itching, burning 

EPHEDRINE HYDROCHLORIDE — controls bleeding 
in simple hemorrhoids and decongests 
varicosities — contracts lesions 

OxyquinoLin SULFATE — for antisepsis 

» Zinc OxipE — astringent — protective — mildly 
antiseptic 

» BaLsAM OF Peru — promotes healing 

e Cocoa Butter Base (Suppositories) 

PETROLATUM-LANOLIN (Unguent) 

heals — protects — lubricates 


for the conservative 
treatment of 
hemorrhoids 

and other 
anorectal 


disorders: 


*Contains no narcotic to conceal serious rectal pathology 


**Excellent conjunctive treatment for internal-external hemorrhoids 


MEDICONE COMPANY 
—foremost in the field of anesthetic anorectal therapy 
225 VARICK ST., NEW YORK 14, N.Y. 


UNGUENT 


114 oz. tube w/applicator 


= MILDLY ANESTHETIC 


virtually stationary during the past two 
years at a level several thousand below 
that in 1950. 

Canada’s relatively large population 
gain during 1959 reflects a record excess 
of births over deaths. Births rose by 
18,000 to a new high of about 488,000 
in 1959; the birth rate was 27.9 per 
1,000 population. The number of deaths 
totaled about 139,000 and the death rate 
was 8.0 per 1,000 population, or only a 
shade above the all-time low of 7.9 es- 
tablished in 1958. Canada also had a 
moderate gain through migration in 1959, 
namely, about 50,000 persons. This was 
the smallest annual number since 1951. 
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Ontario and Quebec, the two largest 
Provinces in Canada, continued to grow 
rapidly in 1959. In each the increase 
amounted to about 2% percent, the pop- 
ulation by the end of the year rising 
above 6 million in Ontario and to almost 
5.1 million in Quebec. Also noteworthy 
has been the rate of growth since June 
1951 in British Columbia and Alberta, 
where the populations have increased by 
at least 3% percent annually. At the 
other extreme, in Prince Edward Island, 
Saskatchewan, and Nova Scotia the an- 
nual population increases during the past 
8% years have averaged well below the 
national rate of growth. 


Problems 
in the diagnosis 
and treatment 


of gonorrhea* 


Warfield Garson, M.D 
and Gerald D. Barton, M.D., 


The limitations and special usefulness of 
clinical and laboratory techniques in the 
diagnosis of gonorrhea are not well un- 
derstood by the average practitioner to- 
day. Many physicians and clinics, be- 
cause of complacency or lack of ancillary 
aid in diagnosis, employ measures for the 
treatment, management, and control of 
this disease which appear poorly justified 
in the light of newer research findings. 

Diagnosis in the female is a major 
factor in both the clinical and control 
aspects of gonorrhea. It is generally 
assumed that the best procedures for the 
diagnosis in women is by smears and 
cultures taken from appropriate sites and 
correlated with clinical data. Studies by 
the Public Health Service utilizing the 
very best clinical and laboratory groups 
indicate, however, that clinical informa- 
tion plus smears and cultures result at 
best in the diagnosis of only 50 to 75 
percent of those females having gonor- 
thea.*” 

This indicates that the most sensitive, 
practical indicator of gonorrhea in the 
female is the anterior urethra of a sus- 
ceptible male. Such information should 
clearly point out the limitations in cur- 
rent techniques for diagnosis and place 
in proper perspective the importance of 
the epidemiological diagnosis of this dis- 
ease. Certainly our control efforts cannot 
succeed if one out of every two to four 
women who have gonerrhea cannot be 
detected by current laboratory proce- 
dures and are available in the commu- 
nity as a focus for continued transmis- 
sion of the disease. 


PENICILLIN SUSCEPTIBILITY 


There is a rather commonly held con- 
cept that the organisms causing gonor- 


Reprinted from Public Health Reports, Feb. 
1960. 

+Dr. Garson is director of the Venereal Disease 
Experimental Laboratory, Communicable Dis- 
ease Center, Public Health Service, and re- 
search professor and head of the department 
of experimental medicine of the School of 
Public Health, University of North Carolina, in 
Chapel Hill. Dr. Barton is chief, Communi- 
cable Disease Center Services, Public Health 
Service, Region VII, Dallas, Tex. The paper 
was delivered at the 17th annual meeting of 
the United States-Mexico Border Public Health 
Association in Brownsville, Tex., April 1, 1959, 
and appeared the same month in Spanish in the 
Bulletin of the Pan American Sanitary Bureau 
(World Health Organization Regional Office for 
the Americas). 
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confirms outstanding advantages 
| Be of sustained vitamin availability 


Sustained Action Therapeutic Multivitamin Tablet 


The first controlled-release therapeutic multivitamin formula 


ce 
S 
Us 


IN A CONTROLLED STUDy* 
average serum and urine excretion levels 
of water-soluble vitamins were compared 
after “s.A.VITE” and after a conventional 
multivitamin preparation of equal potency 
* were administered to a group of healthy, 
aS ingle young male medical students. Preceding the 
testing of each preparation there was an 
—_ A. WIT; a Tablet interval of one week, during which time the 
subjects consumed a normal diet (without 


ASSUTES supplementary vitamins), and from which 


the basal nutrient intake was determined 


pr ed, bl, (base line values). 


sustained availability BLOOD LEVELS 
After 8-12 hours, blood levels of the 
0 of ESS ential VIULAMINS water-soluble vitamins were found, in each 
case, to be consistently higher and more 


thr oughout the day sustained with “s.a.vITE” than with the 


control multivitamin tablet. 


-for better absorption and utilization 


-less wastage through excretion URINARY EXCRETION 


Urinary vitamin excretion, on the other 
hand, was significantly lower for “s. A.vITE,” 
suggesting greater vitamin utilization 

and tissue saturation with this “controlled- 
release” product. 


CONCLUSIONS 

In marked contrast to conventional once- 
a-day multivitamin formulations, “s.A.vITE” 
ensures optimal utilization with minimal 

loss through excretion. Now, for the first time, 
a multivitamin tablet offers the benefits 

of divided dosage with a single administration. 


*Krehl, W. A.: Clinical Evaluation of a Controlled- 
Release Vitamin Tablet, to be published. 


Sustained Action Therapeutic Multivitamin Tablet 


AYERST LABORATORIES 
®( New York 16, N. Y. * Montreal, Canada 
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% \INCREASE OVER BASE LINE VALUES 


VITAMIN BLOOD LEVELS CONSISTENTLY HIGHER AND MORE SUSTAINED WITH 
“S.A.VITE” FOR GREATER UTILIZATION AND TISSUE SATURATION 


50 


Thiamine 


Average Increase in Serum Levels over Base Line Values —4, 8, and 12 Hours after Administration of “S.A, VITE” 
and a Control Multivitamin Preparation of Equal Potency 


“S. A. VITE” 


URINARY LEVELS SIGNIFICANTLY LOWER WITH “S.A.VITE” SHOWING LESS 
VITAMIN LOSS THROUGH EXCRETION 


12 
* Riboflavin ® 


4 
Niacin 


CONTROL MULTIVITAMIN PREPARATION 


2.91 


0.52 


Average Increase in Urinary Excretion Levels over Base Line Values — 16 Hours After Administration of 
“§, A. VITE” and a Control Multivitamin Preparation of Equal Potency 


“S.A. VITE” 


Thiamine Riboflavin Ascorbic Acid N-Methyl Nicotinamide 


mg. mg. még: 


«CONTROL MULTIVITAMIN PREPARATION 
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HOW “S. A. VITE” ASSURES SUSTAINED VITAMIN AVAILABILITY 


B, -B,-B,-C 
Nicotinamide 
Calcium pantothenate 


Nicotinamide 

Calcium pantothenate 
Intrinsic factor 
concentrate 


B, -C- Nicotinamide 
A-D 


SEQUENCE OF CONTROLLED RELEASE* 


1.The outer 2.The 
Each tablet contains: layer dissolves, middle layer 
releasing: releases: 


3.The core 
releases: 


Vitamin A .... 25,000 U.S.P. Units 25,000 U.S.P. Units 


VitaminD ...... 1,000 U.S.P. Units 1,000 U.S.P. Units 
Vitamin B,; mononitrate.. 25.0 mg. 10.0 mg. 10.0 mg. 5.0 mg. 
12.5 mg. 7.5 mg. 5.0 mg. 

Nicotinamide .......... 50.0 mg. 20.0 mg. 20.0 mg. 10.0 mg. 

Calc. pantothenate ..... 10.0 mg. 5.0 mg. 5.0 mg. 

250.0 mg. 100.0 mg. 100.0 mg. 50.0 mg. 
Bye ........... 5.0 mcg. 5.0 mcg. 


Intrinsic factor concentrate 15.0 mg. 15.0 mg. 


*Timetable of controlled 
release jn vitro Yy—% hr. 1% hrs. 3 hrs. 


Dosage: One tablet daily, preferably at mealtime. 


aa Supplied: No. 797, bottles of 60 and 500 tablets. 
7 ] e” 
* 


Sustained Action Therapeutic Multivitamin Tablet Gye AYERST LABORATORIES 
° New York 16, N. Y. * Montreal, Canada 
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infant 
formula 


nearer to mother’s milk’ 
in nutritional breadth 
and balance 


Ina well controlled institutional study,? Enfamil 
was thoroughly tested in conjunction with three 
widely used infant formula products. The in- 
vestigators report: = good weight gains =» soft 
stool consistency s# normal stool frequency 


NEARER to mother’s milk ... in caloric distribution of protein, fat and 


carbohydrate 
NEARER to mother’s milk ...in vitamin pattern (plus more vitamin D added 


in accordance with NRC recommendations) 

NEARER to mother’s milk . . . in osmolar load 

ENFAMIL IS ALMOST IDENTICAL with mother’s milk in... 

e ratio of unsaturated to saturated fatty acids 

e absence of measurable curd tension . . . enhances digestibility 

Enfamil contains oleo and vegetable fats ... does not result in sour 
regurgitation 

1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.: With the Consultation of the Committee on Maternal and Child 
Festing of the Food and Nutrition Board, National Research Council: The Composition of Milks, National 


d of Sci National Research Council, Publication 254, Revised 1953. 2. Brown, G. W.; Tuholski, J. M. ; 
rnc L. Ws Minsk, L. D., and Rosenstern, I.: Evaluation of Prepared Milks in Infant Nutrition, Use of the 


Latin Square Technique. To be published. 


Mead Johnson 


*Trademark Symbol of service in medicine 
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Those who may register are: members of the Association, 


American Osteopathic Association 


Advance 
Convention 
Registration 
64th Annual Convention 
Kansas City, Missouri 


July 18-22, 1960 


1960 Registration Rules 


their children, and their adult guests who are not osteopathic 
physicians; osteopathic students; osteopathic students’ wives; 
commercial and scientific exhibitors. 


Osteopathic physicians who are not members of the Associa- 
tion but appear to be eligible for membership will pay a fee 
of $75.00 in addition to the $25.00 convention registration fee. 
Such doctors may thereupon apply for membership at the regis- 
tration desk, and their $75.00 fee will be applied to their annual 
dues. All such applications will be put through the regular 
channels. If the applicant is not acceptable, $50.00 of the $75.00 
will be returned and the remainder retained as the registration 


fee charged nonmembers. 


Osteopathic physicians not eligible for membership in the 
Association may register for the Convention, but only upon the 
presentation of official, written evidence of current membership 
in a divisional society of the Association. Such doctors must pay 
a fee of $25.00 in addition to the $25.00 convention registration 


fee. 


1. Complete Advance Registration Form. 


Summary of Instructions 


2. Give names of adult guests and juvenile guests (under 18 


years). 


3. Make check payable to: American Osteopathic Association. 
4. Mail Advance Registration Form and check to: 


American Osteopathic Association 
Bureau of Conventions 
212 East Ohio Street 
Chicago 11, Illinois 


GR 


Aladdin, 


1213 Wyandotte 


now. 


Registration Fees 


Children’s Activity Ticket ..........ccccccccccccecs $5.00 
(Registration is optional) 
SPECIAL OFFER—Those who preregister ma obtain 


the $5.00 tickets to the Andrew Taylor Still Luncheon 
for $2.00. There are only 325 seats available. Preregister 


*Includes women’s tea but not the A.O.A. banquets. 
panes em tickets for entertainment events may be 


Rules on this page. 


Advance Registration Form 


Juvenile Guests...... 


Datée 


Date Received 


Member of American Osteopathic Association...... $25.00 
Adult Guests ee Name 
*Members of AAOA House of Delegates...........$10.00 

(whose husbands are not in attendance) 
a Guests (under 18 years) ...............NO Fee 
Nonmembers, but eligible... $75.00 


This space for A.O.A. Central Office use, only: 
Amount Received. 


Please tear out and send in whole page. 
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Hotel 
Reservation 


Application 


64th Annual Convention 
American Osteopathic 
Association 

July 18-22, 1960 
Kansas City, Missouri 


Make Reservations Now! 


Important! 


Please read these instructions before 
filling out application form at the 
right: 


1. All reservations must be made 
directly to: 


A.O.A. Housing Bureau 
Convention and Visitors Bureau 
Srd Floor 
1030 Baltimore 
Kansas City 5, Missouri 


2. Do not send reservations to the 
local convention arrangements com- 
mittee or to the American Osteo- 
pathic Association Central Office. 


3. Classifications of -eligible appli- 
ecants for hotel accommodations: 
member, officer, trustee, delegate, 
alternate, scientific or commercial ex- 
hibitor. 


4. Activities will take place at the 
Aladdin, Phillips, and Muehlebach ho- 
tels, and at the Municipal Auditorium. 


Hotel Rates 


Single Double 
$ 4.50 $ 7.00 
8.50 10.50 
8.50 12.00 
20.00 23.00 


Suites 
$17.00 
30.00 


24.00 
and up 


Twins 
$10.00 
12.00 


15.00 
28.00 


Aladdin Hotel 
1213 Wyandotte 
Hotel Muehlebach and 
Muehlebach Towers 
12th & Baltimore 
Hotel Phillips 8.00 10.00 12.00 21.50 
12th & Baltimore 11.00 13.50 14.50 36.00 
Note: If a room at the rate requested is not available, a room at the next 
available rate will be assigned. 


A.O.A. Housing Bureau (Please print or type) 


Convention and Visitors Bureau 
8rd Floor 
1030 Baltimore 


Kansas City 5, Missouri Date of Application 


Order of Hotel Preference: 
(1) (2) : (3) 


(If the hotels of your choice are unable to accept your reservations, the A.O.A. 
Housing Bureau will make as good a reservation as possible elsewhere, providing 
“all hotel rooms have not already been taken. You will receive confirmation from 


the hotel after April 15.) 
Accommodations: 
C) Single occupancy; rate desired: $ 


O Double occupancy; rate desired: $ 
(double bed) 


1) Double occupancy; rate desired: $ 
(twin beds) 


(1 One bedroom and parlor suite; rate desired: $ 
(0 Two bedroom and parlor suite; rate desired: §. 


Date of arrival 
Date of departure 


Occupants: 


(The name of each hotel guest must be listed. Therefore, please include the 
names of both persons who will occupy each double room requested. Please do not 
make reservations for anyone without definite agreement with parties involved.) 
The name and address of each person for whom you are requesting reservations 


and who will occupy the room is: 


Applicant: 


Name 


(Street Address) (City) 


Name of firm, if commercial exhibitor 


Promptness in completing this form will insure desired 
hotel accommodation. 


Please tear out and send in whole page. 
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FOR THE EMOTIONAL PS” 


ANP “DOWNS” 


brand of trifluoperazine 


to relieve tension and nervousness . . . overcome 
apathy and emotional fatigue 


‘Stelazine’ is outstanding among tranquilizers 
| because it often shows a striking dual capacity: 
| . . . it calms and relaxes tense, nervous patients 

. . it motivates listless, apathetic patients to- 
ward a more normal level of mental and physi- 
cal activity. 


For this reason, ‘Stelazine’ is especially suitable 
for controlling the emotional “ups” and “downs” 


of your menopausal patients. 


| Just one 1 mg. ‘Stelazine’ tablet, b.i.d., usually 
protects your patient from emotional distress. 
Additional information available on request from 


Smith Kline & French Laboratories, Phila. 1. 


Available: Tablets, 1 mg., in bottles of 50 and 500; 
and tablets, 2 mg., in bottles of 50. 


SMITH 
KLINE & 
FRENCH 


leaders in psychopharmaceutical research 


A 
| 
| 
| 
% 
| 
| 


a 
* 


REMEMBER THE 


AOR: couRTES¥ GARD 
OSTEOPATHIC PHYSICIANS, HOSPITALS! COLLEGES 
extend every cautiesy to repréesettative of 


Convention Exhibitor Advertiser in A, Ro Publications 


AMERICAN OSTEOPATHIC ASSOCIATION 


Extend Every Courtesy To Your Detail Men 
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F URCHASED 
ISTRIBUTION 


YOUR 
PATIENTS 
BUSINESS 

SOCIATES 


(MONTH-TO-MONTH 


“Confidence” is a word of great importance in the healing 
arts, as every doctor well knows. Both the doctor’s con- 
fidence in his own ability and the patient’s confidence in 


the doctor are essential to the physician’s effectiveness. 


One of the best tools for building confidence is under- 
standing. The patient who understands the training which 
his osteopathic doctor has received and who is familiar with 
the standards of practice and hospital care which the osteo- 
pathic profession maintains will have confidence in the 
health care which he receives. 


HEALTH magazine, published by the American 
Osteopathic Association, is an excellent vehicle for pro- 
viding this understanding. HEALTH is written for the 
layman and provides him with the information he seeks 
about disease, modern health care techniques and new 
scientific developments. 


HEALTH explains the essential facts about the osteo- 
pathic profession—its colleges, hospitals, specialties and 
research programs. HEALTH is a friendly, informative 
and accurate link between the osteopathic profession and 
the interested layman. 


Cost for each copy, including envelope, is 10c. 


Forward your /ist of recip/ents. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 EAST OHIO STREET 
CHICAGO 11, ILLINOIS 
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thea and syphilis are similarly highly 
susceptible to the action of penicillin. 
While this is true concerning Treponema 
pallidum, it is not, and never has been, 
true for Neisseria gonorrhoeae. It has 
always taken more penicillin per organ- 
ism to achieve a minimal inhibitory con- 
centration (MIC) for the gonococcus 
than for the treponeme. Furthermore, 
the gonococcus has been observed to 
have a wide range of susceptibility to 
the action of penicillin, depending upon 
the strain of the organism tested. 
During the period 1945-47 several in- 
vestigators tested more than 200 strains 
of N. gonorrhoeae and found that all 
were inhibited by 0.05 unit or less of 
penicillin per milliliter. In 1955, how- 
ever, Thayer and associates of the Public 
Health Service Venereal Disease Experi- 
mental Laboratory found that of 31 
strains tested, only 78 percent were in- 
hibited in this lower range, while 22 
percent required 0.1 unit or more per 
milliliter. Subsequent studies by Thayer 
and associates (1957), Curtis and Wil- 
kinson (1957), and others have shown 
that from 20-30 percent of the more 
than 500 strains tested were inhibited 
only by the higher levels of penicillin. 
Thus, over the past decade natural iso- 
lates of the gonococcus have indicated 
a definite and continuing proportional 
decrease in sensitivity to penicillin.’ In 
the United States, strains of the gon- 
ococcus inhibited by a minimal concen- 
tration of penicillin as high as 0.333 unit 


per milliliter have been observed; and, 
in the past few years particularly, more 
and more natural strains inhibited by 
minimal concentrations above 0.1 and 
0.2 unit per milliliter. These higher 
MIC’s exceed levels obtainable by usual 
doses of the type of penicillin given in 
the recent past in clinics throughout this 
country.‘ Under these circumstances we 
would, of course, expect to see treatment 
failures on the basis of dose of drug 
alone, and, indeed, this is exactly what 
has been observed in a number of clinics 
where studies have been carried out to 
determine this and other factors in the 
treatment of gonorrhea.**® While the 
time-dose relationship is not so appar- 
ent in gonorrhea as it is in syphilis for 
successful treatment, it is an important 
factor in approaching the logical and 
effective use of penicillin. Observations 
by Thayer and associates have shown 
that the bacteriocidal effect of penicillin 
on the usual strain of the gonococcus 
is detectable between the fourth and 
fifth hour of contact. From a practical 
standpoint such killing is usually com- 
plete by the 12th hour. Although a few 
strains tested on semisolid media were 
found to contain viable organisms 
through 24 hours of contact with peni- 
cillin, no strain has ever survived under 
these circumstances to 48 hours of ex- 
posure.” 

These investigators have also shown 
that cellular components can protect at 
least some of the gonococci from the ac- 


tion of penicillin. Using tissue culture 
techniques, it was observed that both 
HeLa cells and rabbit fibroblasts were 
capable of engulfing a certain proportion 
of the gonococci to which they were ex- 
posed. Further, it was demonstrated that 
penicillin, when applied to the medium, 
would kill extracellular gonococci but 
would not affect intracellular organisms. 
The presence of penicillin up to as long 
as 96 hours had no effect against the 
intracellular organisms, while at the ap- 
propriate MIC most extracellular daugh- 
ter cells were killed within 5 to 12 hours. 
Inactivation of penicillin by penicillinase 
and changing either the osmotic relation- 
ships of the medium or disrupting tissue 
cells with engulfed organisms allowed for 
the recovery of the gonococci in a viable 
form on culture media up to as long as 
240 hours thereafter. These recovered 
gonocgcci had the same MIC as the 


killed extracellular organisms. That the . 


gonococcus is inevitably protected against 
all agents tested to date under these cir- 
cumstances has been shown by extension 
of this work to include not only penicil- 
lin but also a wide variety of antibiotic 
and chemotherapeutic agents.” 


PROPOSALS 


On the basis of these findings, Garson 
in 1956-57 proposed a working hypothe- 
sis for the treatment and management of 
gonorrhea which may be summarized 
briefly as follows.* 
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e Sufficient penicillin must be given 
the patient so that the units per milli- 
liter of serum will exceed the highest 
known MIC associated with any strain 
of the gonococcus in this country. Rough- 
ly, at this time, this would mean a serum 
level of 0.35 unit per milliliter. 

e Such a level must be maintained in 
contact with the gonococcus for a period 
of at least 24 hours and preferably 48 
hours. Based upon the laboratory in vitro 
work previously described, such time 
contact would allow for a complete bac- 
teriocidal effect against any known gono- 
coccus. 
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e Provisions should be made for treat- 
ment with very long-acting penicillin. 
This is necessary for two reasons: al- 
though 48 hours of exposure will kill all 
gonococci in vitro, we do not know when 
such exposure is liable to occur in vivo, 
particularly in the female. In other 
words, we could not treat a patient, ob- 
tain a 48-hour continuous penicillin 
blood level, and assume that the gono- 
coccus in various foci in the female geni- 
tourinary tract had had an equal 48 hours 
of exposure. The second point is even 
more important. After being cured of 
gonorrhea, the individual may return to 


a milieu of venereal disease as a su 
tible person and become reinfected jp 
short order. It is possible with benzathine 
penicillin to obtain blood levels beyond 
45 days in the human patient. While we 
do not know the exact minimum concen. 
tration of continuous penicillin that wil] 
protect an individual exposed to gonor- 
rhea, it is known empirically that this 
system when applied does reduce the re- 
peater load in venereal disease clinics, 

This treatment is termed “antibiotic 
quarantine” by Dr. Ira Schamberg of the 
venereal disease clinics in Philadelphia, 
where he, as well as others, have dem. 
onstrated the effectiveness of this ap- 
proach in reducing repeaters in attend- 

There is yet another factor to be con- 
sidered in relation to the use of a long- 
acting penicillin. If it is true that, par- 
ticularly in the female, certain tissue cells 
of the genitourinary tract are capable of 
taking viable gonococci within them and 
protecting such organisms from the ef- 
fects of penicillin as has been demon- 
strated in tissue cultures, then with the 
dissolution of the host cell, viable gono- 
cocci are available for the autoinfection 
of the host. As such viable gonococci 
could be released some weeks after the 
initiation of therapy, it is obvious that 
the présence of long-acting penicillin in 
such a patient would be a deterrent to 
autoinfection. I must stress here that 
this is a hypothesis and has not yet been 
confirmed by clinical research. Nonethe- 
less, until we know more about the dis- 
ease in this regard, it behooves us to 
take such action as would prevent the 
likelihood of its occurrence. 


Preston and Dunsworth in 1957 found 
that of 135 female patients treated with 
600,000 units of penicillin aluminum 
monostearate (PAM), 24.4 percent yield- 
ed positive cultures 7 or 14, or both, 
days after treatment.’ In a second series 
of 65 such patients, the dosage of PAM 
was increased to 1.8 million units and 
the followup time was shortened to 3 and 
7 days after treatment. In this series, 
only 4.6 percent yielded positive cultures. 
Two additional groups were tested to 
verify the finding that the dosage of 
600,000 units of PAM was inadequate 
for a high percentage of cure. Of 77 
women treated with 600,000 units, 16.8 
percent yielded positive cultures during 
followup. Of 106 women treated with 
1.8 million units, only 3.8 percent yield- 
ed positive cultures. If the number of 
probable reinfections is deducted, these 
authors estimate that the true failure 
rate with 600,000 units of PAM is 13 
percent. They conclude that 1.8 million 
units of PAM is necessary for an accepta- 
ble rate of cure in females. 

Hookings has used a treatment regimen 
consisting of a mixture of 600,000 units 
of PAM plus 1.2 million units of benza- 
thine penicillin G.°°* His treatment 
schedule, applied in a rapid casefinding 
gonorrhea program, includes not only 
diagnosed early gonorrhea in women but 
also the prophylactic treatment of all 
other women brought to observation; in 
addition, he has submitted men to this 
treatment schedule. 


+ 
gn 


The results may be described briefly 
as follows: Using the attendance of diag- 
nosed male cases as the criterion of suc- 
cess, the number of such cases was re- 
duced by 18 percent at the end of 9 
months and further reductions have oc- 
curred in subsequent experience. There 
was a decline also in the number of 
women who, having been named as con- 
tacts, were again named within 60 days. 
This decline was from 15 percent with 
the treatment previously employed (that 
is, 600,000 units PAM alone) to approxi- 
mately 1.7 percent with the 1.8-million- 
unit dosage of mixed treatment. 

In the light of today’s knowledge, we 
must raise our sights in the treatment of 
gonorrhea to higher levels of penicillin 
extending over a much longer time pe- 
riod than has been used in the past.“ I 
believe it is obvious that the control of 
gonorrhea can be enhanced by the appli- 
cation of this knowledge in treatment. 
The epidemiologist can feel more secure 
that his patient will not be reinfected 
before he has the opportunity of finding 
source and spread cases, and he will have 
a longer effective period during which 
investigations may be conducted to bring 
contacts to epidemiological or specific 
treatment. Of greater importance, the 
tendency of the gonococcus to develop 
further resistance to penicillin can be 
blocked. 

The problem of uncomplicated gonor- 
rhea in the male is of course considerably 
less difficult in relation to diagnosis and 
treatment. In these days of the redis- 
covery of nongonococcal urethritis 
(NGU), it would be wise to take rou- 
tinely at least smears on male patients to 
aid in the differentiation between gonor- 
rhea and NGU. When occasional treat- 
ment failures of gonorrhea occur and 
NGU has been excluded, cultures should 
be obtained and the susceptibility of the 
gonococcus to penicillin determined to 
aid as a guide in therapy. It is perhaps 
worth while, too, to remind the epidemi- 
ologists that British, Danish, and Ameri- 
can investigators have reported what 
appears to be cases of asymptomatic 
gonorrhea in the male.”-” 

For many years, it has been rather 
widely accepted that the endotoxin of 
N. gonorrhoeae, responsible for the basic 
cellular pathology of the disease, was a 
protein. Recently, however, Tauber and 
Garson have obtained a protein material 
from the gonococcus which is consistent 
with all past criteria referable to* the 
endotoxin of the gonococcus.” In an at- 
tempt to increase the toxicity and lethal- 
ity of this endotoxin to animals and to 
purify the endotoxin for chemical charac- 
terization, they found that most of the 
toxicity could. be related to nucleopro- 
tein.” By applying techniques unavailable 
to workers of the past, they were able to 
separate a previously unknown lipopoly- 
saccharide phosphate from the protein 
endotoxin. The bulk of the toxicity was 
to be found in this phosphate rather than 
the nucleoprotein.” If these new studies 
are confirmed, it would appear that the 
endotoxin of the gonococcus is not a pro- 
tein, but rather a lipopolysaccharide. 

This observation would be of extreme 
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importance in relation to development of 
specific antigens for serologic testing for 
gonorrhea, as well as to the possible de- 
velopment of a relatively specific skin 
test for the disease. Further, as saccharide 
antigens are usually more closely related 
to protective immunity than are protein 
antigens, such studies may lead to a 
means of developing hyperimmunity in 
the host sufficient to protect against nat- 
urally acquired gonorrhea. 

It appears we are once again upon the 
threshold of a renaissance in new knowl- 
edge about the gonococcus and gonor- 
rhea. One of the many areas of findings 


being pursued is the exciting research 
concerning the adaptation of the fluores- 
cent antibody techniques to the gonococ- 
cus, which could allow for the specific 
detection of gonococci in a stained smear 
within 30 minutes or the utilization of 
this technique for a serologic test for the 
disease.” If this research is successful, it 
may be reflected in our clinical and pub- 
lic health practice in the not too distant 
future. 

1. Garson, W., and Thayer, J. D.: Gonococ- 
cus. In Bacterial a»4 mycotic infections ot 


man. Ed. 3. Philadeiphia, J. B. Lippincott & 
Co., 1958, p. 510. 
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Current concepts 
on control of 


diarrheal disease* 


Melvin H. Goodwin, Jr., Ph.D.+ 


The urgency of meeting the public health 
challenge presented by diarrheal disease 
in States on both sides of the Mexican 
border was emphasized in a report pre- 
pared at the 1958 meeting of the U‘S.- 
Mexico Border Public Health Association. 
That report enumerated available con- 
trol measures and outlined the necessity 
for more precise delineation of problems 
and for development of more precise 
procedures against specific pathogens. 
The present paper is related especially to 
one of the points covered in the report: 
What assumptions regarding etiology and 
epidemiology allow us to proceed to a 
control program where laboratory facili- 
ties are missing? Some of the implica- 
tions to control are suggested by results 
available thus far from studies on the 
etiology of diarrheal diseases at Phoenix, 
Ariz. 


RECOGNIZED PATHOGENS 


The work at Phoenix was designed to 
provide information on the current asso- 
ciation of recognized pathogenic agents 
with diarrheal diseases. Previous studies 
in the southwest indicated the promi- 
nence of shigellae in the etiology of en- 
teric infections. Investigations conducted 
by Hardy and Watt' from 1936 to 1938 
indicated that these pathogens were iso- 
lated from 76 percent of the severe cases 
and 58 percent of the milder cases for all 
age groups. In recent years, cursory ob- 
servations and a few studies specifically 
designed to determine what etiological 
agents are currently responsible for diar- 
rhea suggested that pathogens other than 
Shigella probably were of relatively more 
importance as causes of illness and 


death.” 


*Reprinted from Public Health Reports, Feb. 
1960. 


+Dr. Goodwin, who is chief of the Phoenix 
Field Station Section of the Communicable Dis- 
ease Center, Public Health Service, summarizes 
in this paper material he presented to the U.S.- 
Mexico Border Public Health Association meet- 
ing on March 31, 1959, in Brownsville, Tex. 

A Spanish version in summary form appears 
in the February 1960 Boletin of the Pan Ameri- 
can Sanitary Bureau. 
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Infant deaths attributable to diarrheal 
disease in the United States receded 
from about 12,500 in 1941 to approxi- 
mately 5,000 in 1956. In the last few 
years, however, the rate of decline has 
diminished and the annual incidence ap- 
pears to have stabilized at about 5,000 
deaths. If this indicates that the maxi- 
mum effectiveness of available control 
measures has been realized, further re- 
ductions in diarrheal diseases may de- 


pend upon development of more effective 
control methods or upon wider and more 
intensive application of existing meas- 
ures. Prerequisite to either course is a 
redefinition of the problem based on 
knowledge of etiological agents currently 
responsible for diarrhea and of the ap- 
propriateness of available control meas- 
ures for areas where problems are now 
most acute. Consequently, the first in- 
vestigations at Phoenix were designed to 
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determine the current association be- 
tween recognized pathogens and diar- 
theal symptoms. 

Results from initial studies, which were 
reported elsewhere in detail,’ may be 
summarized briefly. Intensive examina- 
tions for pathogenic enteric bacteria 
were made on specimens from 630 per- 
sons with symptoms of acute diarrhea 
for which treatment was sought. Ap- 
proximately 67 percent of these persons 
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were less than 1 year of age. Recog- 
nized bacterial pathogens were isolated 
by a single examination from 57 percent 
of the cases. Shigella organisms were re- 
covered from 26 percent, enteropatho- 
genic Escherichia coli from 31 percent, 
and Salmonella from 7 percent. About 
90 percent of all enteropathogenic E. 
coli and 40 percent of the Shigella re- 
covered were from infants less than 1 
year old. The cases from which etiologi- 


cal agents were not recovered showed no 
characteristic distribution with respect 
to age of patient or month of occurrence. 

The need for further research is indi- 
cated by the fact that no recognized 
pathogens were detected in approximate- 
ly half of the acute cases studied. In ad- 
dition to searching for unrecognized 
pathogens, attention must be given also 
to the possibility of etiology unrelated to 
infectious agents. Not only were the 
majority of acute cases in the Phoenix 
studies in infants less than a year old, 
but the highest mortality from diarrhea 
characteristically occurred among infants 
during the first few months of life. Data 
available do not indicate whether or not 
the inherent virulence of specific patho- 
gens associated with diarrhea of these 
young children is responsible for the high 
mortality or whether unfavorable prog- 
noses result from other circumstances, 
for example, the rapid dehydration, mal- 
nutrition, or synergistic effect of other 
organisms. Furthermore, accumulation of 
additional information on the epidemiol- 
ogy of certain pathogens, E. coli, for ex- 
ample, is necessary to enable develop- 
ment of specific control measures. 


CONTROL MEASURES 


Obviously, continuing investigations 
and development of more effective con- 
trol measures are necessary to achieve 
the ultimate goal of control and eradica- 
tion of diarrheal diseases. Public health 
workers recognize, however, that much 
can be done in the meantime to meet 
current problems that should not wait 
until procedures are devised that assure 
attainment of the more remote objectives. 
Although its relative prominence has ap- 
parently diminished, Shigella still seems 
to be the dominant etiological agent of 
summer diarrhea in the areas investigat- 
ed. Traditional control measures, such as 
provision of water supply within indi- 
vidual homes, general environmental 
sanitation, promotion of breast feeding, 
health education, and maternal and child 
care, are of proved value in reducing 
these infections. No new techniques are 
proposed on the basis of the work out- 
lined here, but different methods for 
application of existing procedures are 
suggested which may enhance their ef- 
fectiveness. 

It should be remembered that as the 
amount of environmental contamination 
decreases, the relative importance of 
transmission by personal contacts appar- 
ently becomes more significant. While a 
great deal of further work is necessary 
to improve environmental conditions and 
reduce further the possibility of spread 
of diarrhea through inadequate excreta 
disposal and limited water supplies, it 
will be well to keep in mind that differ- 
ent techniques, many that are simple and 
easy to apply, may effectively decrease 
the amount of human contact with infec- 
tious material. 

As the incidence of diarrhea is re- 
duced, homogenous specific foci, which 
are evident even in areas of high inci- 
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dence, become increasingly apparent. In 
any situation a small number of families 
in the community usually will be re- 
sponsible for the majority of diarrheal 
diseases in a particular area. This is il- 
lustrated by data from Sacaton and 
Guadalupe, Ariz., where observations 
were made from May 1954 through De- 
cember 1958 and from May 1954 
through September 1957, respectively. 
The prevalence of Shigella among chil- 
dren from 1 to 5 years of age was de- 
termined by monthly examination of fecal 
specimens collected by rectal swab. Data 
on morbidity experience of the entire 
population were obtained by monthly in- 
terrogation. 

The frequency with which episodes of 
diarrhea were reported and the rate of 
Shigella positive cultures in families of 
the communities were studied. In Saca- 
ton about 57 percent of the cases of 
diarrhea reported were from only 21 per- 
cent of the families. Approximately 62 
percent of Shigella positive cultures were 
obtained from 18 percent of the families. 
Similar patterns were apparent in Guada- 
lupe. Here about 15 percent of the fam- 
ilies reported approximately half of the 


provided 64 percent of the positive cul- 
tures. The vast majority of families had 
only a few episodes during the period of 
study. Obviously, the greatest effect of 
a community control program could be 
realized by working with the families 
having high rates. Programs of environ- 
mental sanitation particularly, and to 
some extent efforts to improve personal 
hygiene and provide health education, 
have been directed on a broad base to 
include all of the population. The same 
or less effort directed toward the rela- 
tively few families or premises that are 
infected most frequently, and _ conse- 
quently which probably contributed most 
of the infections, would probably achieve 
greater reduction in prevalence. 

Families responsible for high rates can 
usually be singled out by public health 
and social workers after acquiring a su- 
perficial knowledge of the community. 
Further consideration of means for de- 
tecting the high rate in families may lead 
to development of more objective tech- 
niques. 

The basic concept to emphasize is that 
regardless of the nature of control meas- 
ures, it is usually possible to be selective 


magnitude of the problem may often be 
discouraging when working with every 
premise or family in a community, but 
if the number can be reduced by a fac- 
tor of 50 to 75 percent, the possibilities 
of achievement appear more realistic, 


CONCLUSION 


Studies on etiology of diarrheal dis- 
eases in the Phoenix area have disclosed 
where further investigations are needed, 
The importance of additional informa- 
tion on epidemiology and etiology is rec- 
ognized, but the need is not yet acute, 
Of more immediate concern, the results 
reemphasize that more intensive applica- 
tion of available techniques should fur- 
ther reduce morbidity and mortality at- 
tributed to diarrheal disease. 
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diarrhea and 17 percent of the families 


FOR RECTAL AND VAGINAL USE 


Rectally For: 

@ Spastic Constipation 

@ Anal Stricture . . . Prolapse 
Post-hemorrhoidectomy 

@ Post-fistulectomy 
Vaginally For: 

@ Dyspareunia 

@ Vaginismus 

@ Perineal Repair 


Gently stretch tight, spas- 
tic, or hypertrophic sphinc- 
ters. Help train defecation 
reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 
therapy. Infants: in flex- 
ible rubber. Children and 
Adults: in bakelite. 


Send for Literature 
F. E. YOUNG AND COMPANY 


8057 Stony Island Ave., Chicago 17, Ill. 
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in Arizona. (In press.) 


for therapy 
of overweight patients 


- d-amphetamine 
depresses appetite and elevates mood 


* meprobamate 


eases tensions of dieting 
(yet without overstimulation, insomnia, 
or barbiturate hangover.) 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 
is a logical combination in appetite control 


sulfate, 5 mg. 


Each coated tablet (pink) contains: 400 mg.; 
Dosage: One tablet one-half to one hour before each meal. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


YOUNG'S 
DILATORS 


MAKES FOR BETTER 
COUGH CONTROL 


reduces postnasal drainage — lessens pharyngeal irritation 
depresses the cough reflex — eases expulsion of mucus 


*The addition of the decongestant to the antitussive provides 
more complete cough control than regular “cough syrups”. The 
central antitussive action of Dormethan’ and the expectorant 
action of ammonium chloride are complemented by the decon- 
gestant action of Triaminic,” ** which reduces swelling and con- 
trols irritating postnasal drip, a common cough stimulus. 


Each tsp. (5 ml.) of fruit-flavored, non-alcoholic TRIAMINICOL provides: 


(brand of dextromethorphan HBr) 


Dosage (to be administered every 3 
or 4 hours): Adults—2 tsp.; Children 
6 to 12—1 tsp.; 1 to6—%% tsp.; under 
1—% tsp. One dose at bedtime is 
usually sufficient to control the cough 
cycle initiated by postural drainage of 
paranasal sinuses. . 


References: 1. Bickerman, H. A.: in Drugs 
of Choice, Mosby, St. Louis, 1958, p. 557. 
2. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 3. Fabricant, N. D.: E.E.N.T. 
Monthly 37:460 (July) 1958. 4. Farmer, 
D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


the decontussive cough syrup 


SMITH-DORSEY ~* a division of The Wander Company « Lincoln, Nebraska 
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EVEN HOT STAPH.* SUCCUMB TO 


FURACIN NASAL 


brand of nitrofurazone with phenylephrine 


to conquer a growing problem -—resistant staph. 


“We have used FURACIN Nasal successfully in eradicating staphylococci from the 
nasal passages of our nursing personnel. The majority of cases are cleared with 
5 days of treatment.’’! 


routine in sinusitis, rhinitis and nasopharyngitis 


“Intranasal and sinus infections have been found to disappear promptly . . . helps 
to combat the associated nasopharyngitis.”? 


m= wide bactericidal range m negligible bacterial resistance m no cross-sensitiza- 
tion’or bacterial cross-resistance to systemic agents # low sensitization rate = no 
irritation, no stinging, no slowing of the ciliary beat m= no interference with phago- 
cytosis or healing. 

FORMULA: FURACIN 0.02% with phenylephrine* HCl 0.25% in an aqueous, isotonic 
solution of sodium salts and methylparaben. 

SUPPLY: Plastic atomizer of 15 cc. for administration by either spray or drop. 


References: 1. Personal Communication to Eaton Laboratories, 1959. 2. Spencer, J. T., in Conn, 
H. F.: Current Therapy 1954, Philadelphia, W. B. Saunders Co., 1954, p. 130. 


*antibiotic-resistant staphylococci 


THE NITROFURANS —a unique class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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Frequency of 
overweight and 


underweight* 


A very considerable proportion of adult 
Americans are overweight. According to 
the Build and Blood Pressure Study, 
1959, of the Society of Actuaries, 1 in 
every 5 men at ages 20 and older is at 
least 10 percent above average weight— 
taking into account height and age—and 
more than 1 in every 20 weighs at least 
20 percent above average. For women, 
the corresponding proportions are some- 
what higher, being about 1 in 4 and 1 in 
9, respectively. 

The relative frequency of men and 
women above average weight in the 
present study is not appreciably different 
from the proportion found to be over- 
weight in a similar study—the Medico- 
Actuarial Mortality Investigation—which 
covered the period 1885 to 1900. How- 
ever, the average weight for men is 
higher in the present study than in the 
earlier one. When the average weights 
in the present study are used also as the 


Reprinted from Statistical Bulletin, 
tan Life Insurance Company, January 1 


base for the findings in the earlier study, 
the results show an increase in the fre- 
quency of overweight among men. For 
example, among men at ages 30-39 the 
proportion 10 percent or more above av- 
erage weight rose from about 1 in 8 to 
nearly 1 in 5, and at ages 40-59 from 
about 1 in 6 to slightly more than 1 in 
5. Among women aged 30-59 years, 
however, the proportion 10 percent or 
more overweight was approximately the 
same in both studies. 

The findings of the Build and Blood 
Pressure Study, 1959, indicate also that 
nearly one fourth of the men under age 
40 and a slightly smaller proportion of 
those beyond that age are at least 10 
percent below average weight. Among 
women, the proportions are appreciably 
greater, namely, 29 percent at ages 20- 
29, 35 percent at 30-39-years, and about 
30 percent at ages 40 and older. The 
proportion of men 10 percent or more 
underweight is considerably smaller in 
the present study than in the Medico- 
Actuarial Mortality Investigation. For 
women, on the other hand, the relative 
frequency of underweights is appreciably 
greater in the new study. It should be 
noted. however, that the earlier study 
was limited to standard risks, which 
meant the exclusion of persons whose 
weight deviated markedly from the av- 
erage. It is apparent that the new fig- 
ures are more nearly representative of 
the general population than were the old. 


An even more significant and sensitive 
measure of the frequency of overweight 
and underweight is obtained by compar- 
ing actual weights with “best” or “de- 
sirable” weights, i.e., the weights asso- 
ciated with lowest mortality. At ages 30- 
39 about one half the men are at least 
10 percent above their “best” weight 
and one fourth exceed the optimum by 
at least 20 percent. The proportions in- 
crease with advance in age, and reach a 
maximum at ages 50-59, where more 
than 3 out of every 5 men are at least 
10 percent above the “best” weight and 
about 1 out of every 3 at least 20 per- 
cent above that weight. For women, the 
proportion 10 per cent or more above 
“best” weight is appreciably less than 
that for males under age 40, about the 
same as for men at 40-49 years, and 
greater than for men at ages 50 and 
older. The proportion of women at least 
20 percent above the “best” weight is 
the same as that for men under age 40, 
but exceeds that for men beyond this 
age. It should be noted, however, that 
the range of “best” weights is relatively 
greater for women than for men, so that 
the figures just cited tend to overstate 
the proportion of overweight women. 

A considerably smaller proportion of 
men and women are below their “best” 
weight than are above it. The relative 
frequency of men 10 percent or more be- 
low their “best” weight varies from 13 
percent at ages 20-29 to less than half 


New 4th (1960) Edition — Just Ready 
Pharmacology and Therapeutics 


By ARTHUR GROLLMAN, Ph.D., M.D., F.A.C.P. 
Lecturer in Pharmacology and Toxicology, The Medical Branch, and Professor and 
Chairman of the Department of Experimental Medicine, The Southwestern 


Medical School, University of Texas, Dallas 


This sound foundation for the rational, scientific use 
of drugs is written by an outstanding leader in the 
field who is a pharmacologist and a practicing phy- 
sician. It is a complete source of information on the 
actions, indications, toxic effects, dosages and meth- 
ods of administration of all official drugs. Each is 
listed in the index by its common as well as official 
name. In addition, each is named under the effects 
and symptoms which it induces and the disorders 
for which it it used. “Pharmacology and Therapeu- 


This fully up to date 1960 edition discusses all the 
new drugs introduced during the past two years, 
contains many rewritten sections and includes nu- 
merous new illustrations. 


NEW 2nd (1960) EDITION—JUST READY 


QUIRING and WARFEL 
THE EXTREMITIES 


tics” has long been recommended as an essential New 2nd Ed. 120 Pages. 106 Illustrations. $3.25 
addition to every physician’s library. 
New 4th Edition. 1079 Pages. 217 Illus.,2inColor. 42Tables. $12.50 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 
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REALMS 


PASSPORT 
TPO 


OF THERAPY 


BEST 


ATTAINED 


WITH 


ATARAX 


(brand of hydroxyzine) 


Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


record of effectiveness— —over 200 labora- 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no sevious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 


antiarrhythmic; does not stimulate gastric secretion. 


Supportive Clinical Observation 


“Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior... .’’ Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


...and for additional evidence 


Bayart, J.: Acta paediat. belg. 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87:75 (Aug.) 1957. 
Nathan, L. A., and Andelman, M. 
— M. J. 112:171 (Oct.) 


well tolerated by debilitated 
patients 


*... seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
he occurring in old age.” Smigel, 

et al.: J. Am. Geriatrics Soc. 
é1 "Uan.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


ALLERG AC 
‘pATIENTS 


useful adjunctive therapy for 
asthma and dermatosis; par- 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169: oe 
(Jan. 3) 1959. eta 
Presse méd. +4 Dec. 26) 
1956. 
South. M. J. 50: 


ticularly effective in urticaria 


IN 
HYPEREMOTIVE 
ADULTS 4 


does not impair mental acuity 


“*... especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
J., Jr.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


he C., Jr.: J. Florida M. 
. 45: bas ‘1958. Menger, 
H. C.: New York J. Med. 58:1684° 

(May 15) 1958. Farah, L.: Inter- 

iene Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles o ‘100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 


t 
I 
é 
| 
| 
| 
YIN 
ELp 


that figure at ages 30 and over. Among 
women, the proportion below “best” 
weight is appreciably greater than among 
men under age 40; beyond this age, 
however, the differences are small. 

The Build and Blood Pressure Study, 
1959, clearly indicates that overweight is 
a major health problem among adult 
Americans, particularly those past mid- 
life. The health of the nation would be 
appreciably improved if men and women, 
through preventive and corrective meas- 
ures, avoided adding unneeded and 
harmful pounds to their weight. In- 
creased attention needs to be focused on 
the dangers of overweight by physicians 
and by health departments, life insurance 
companies, and other organizations con- 
ducing health education programs. How- 
ever, the prime responsibility for keeping 
weight down to an optimum level rests 
with the individual. 


Books received 


Books received for review during the pe- 
riod from February 5 to March 5 are 
listed below. Reviews will be published 
as space permits. 


ESSENTIALS OF ORTHOPAEDICS. By 
Philip Wiles, M.S. (Lond.), F.R.C.S. (Eng.), 
F.A.C.S., Senior Orthopaedic Surgeon to The 
Middlesex Hospital; Lecturer in Orthopaedic 
Surgery in The University of London; Past 
President of The British Orthopaedic Associa- 
tion, The Orthopaedic Section of The Royal So- 
ciety of Medicine, and The Orthopaedic Section 
of The British Medical Association; British 
Treasurer of the Journal of Bone and Joint Sur- 
gery; Corresponding Member of The American 
Orthopaedic Association; Formerly: Hunterian 
Professor, Royal College of Surgeons of Eng- 
land; Examiner in Surgery, University of Lon- 
don; Examiner, Diploma of Physical Medicine; 
Consultant Orthopaedic Surgeon, King Edward 
Memorial Hospital; Honorary Orthopaedic Sur- 
geon, Royal Surrey County Hospital; Honorary 
Assistant Surgeon, Queen’s Hospital for Chil- 
dren; Brigadier, Consultant Surgeon (Ortho- 
paedics), Middle East Force, and Persia and 
Iraq Force; Consultant Surgeon, Eastern Com- 
mand, India and 12th Army S.E.A.C. Ed. 3. 
Cloth. Pp. 576, with illustrations. Price $13.00. 
Little, Brown and Company, 34 Beacon Street, 
Boston, 1959. 


PRIMARY TUMORS OF THE CALVARIA 
With Special Consideration of the Clinical Prob- 
lems. By Franklin Jelsma, M.D., Attending 
Neurosurgeon (Chief of Section), St. Joseph 
Infirmary; Consulting Neurosurgeon, Kentucky 
Baptist Hospital; Consulting Neurosurgeon, St. 
Anthony Hospital; Consulting Neurosurgeon, 
Kosair Crippled Children Hospital; Assistant 
Professor of Neurosurgery, University of Louis- 
ville, School of Medicine, Louisville, Kentucky. 
Cleth. Pp. 116, with illustrations. Price $7.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


TREATMENT OF URINARY LITHIASIS. 
Compiled and edited by Arthur J. Butt, B.S., 
M.D., F.A.C.S. Baptist Hospital Research Foun- 
dation, Baptist Hospital, Pensacola, Florida. 
Cloth. Pp. 577, with illustrations. Price $21.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 
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aaa MALNUTRITION OF SRANPS 
PRESMANCY? 


QUTMODED AS 


NEW 


2. New Form of Iron! 


4. Economical Once-A-Day Dosage! 
5. Wider Range Nutritional Support! 
6. Relieves Troublesome Leg Cramps! 


GODEY’S FASHIONS! 


PRENALIN-O ‘| 


PRENATAL SUPPLEMENT 
1. Oyster Shell Calcium - Phosphorus Free! 


3. Dry Filled Capsule - Sure, Quick Absorption! 


EACH dry filled capsule (lavender and white) provides: 


Ferrous Fumarate (Iron) 150 mg. 

Deep sea oyster shell (Calcium) 600 mg. 

Vitamin C 50 mg. 

Vitamin A 4000 USP Units 

Vitamin D 400 USP Units 

Vitamin B-1 2 mg. 

Vitamin B-2 2 mg. > 
Vitamin B-6 0.8 mg. r 
Vitamin B-12 (Cobalamin conc. NF) 2 mcg. ee ae 
Folic Acid 0.25 mg. 

Niacinamide 10 mg. 

Rutin 10 mg. 

Vitamin K (Menadione) 0.25 mg. Unusually 
Sodium Molybdate 3 mg. Economical for 
Fluorine (Calcium Fluoride) 0.25 mg. 

lodine (Potassium Iodide) 0.15 mg. the Patient. 


LITERATURE and SAMPLES 
ON REQUEST 


S. J. TUTAG & CO. 


DETROIT 34, MICHIGAN 


FUNCTIONAL ANATOMY OF THE LIMBS 
AND BACK. By W. Henry Hollinshead, Ph.D. 
Head of the Section of Anatomy, Mayo Clinic, 
Rochester; Prof of Anatomy, Mayo Founda- 
tion, University of Minnesota. Ed. 2. Cloth. 
Pp. 403, with illustrations. Price $9.00. W. B. 
Saunders Company, West Washington Square, 
Philadelphia 5, 1960. 


CARDIAC RESUSCITATION. Edited by J. 
Willis Hurst, M.D., Professor and Chairman 
Department of Medicine, Emory University 
School of Medicine, Atlanta, Georgia. Cloth. 
Pp. 142, with illustrations. Price $5.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


DISCOVERING OURSELVES. A view of 
the human mind and how it works. By Ed- 
ward A. Strecker, M.D., Sc.D.; and Kenneth E. 
Appel, M.D., Sc.D.; in collaboration with John 
W. Appel, M.D. The Department of Psychiatry, 


University of Pennsylvania. Cloth. Pp. 303, 
with illustrations. Price $4.75. The Macmillan 
Company, 60 Fifth Avenue, New York II, 
1958. 


MICROCHEMICAL METHODS FOR 
BLOOD ANALYSIS. By Wendell T. Caraway, 
Ph.D., Biochemist, Flint Medical Laboratory 
and the Laboratories of McLaren General Hos- 
pital and St. Joseph Hospital, Flint, Michigan. 
Cloth. Pp. 109, with illustrations. Price $5.25. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


BONE AS A TISSUE. Edited by Kaare Ro- 
dahl, M.D., Director of Research, Lankenau 
Hospital, Philadelphia; Jesse T. Nicholson, M.D., 
Chief, Division of Orthopedics, Lankenau Hos- 
pital, Philadelphia; and Ernest M. Brown, Jr., 
M.D., Division of Medicine, Lankenau Hospital, 
Philadelphia. Cloth. Pp. 358, with illustrations. 
Price $16.00. McGraw-Hill Book Company, 330 
West 42nd Street, New York 36, 1960. 
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AMERICAN DRUG INDEX, 1960. By 
Charles O. Wilson, Ph.D., Dean and Professor 
of Pharmaceutical Chemistry, School of Phar- 
macy, Oregon State College; and Tony Everett 
Jones, Ph.D., Associate Professor of Pharmaceu- 
tical Chemistry, School of Pharmacy, University 
of Colorado; Director of Pharmaceutical Re- 
search, Carbisulphoil Company. Cloth. Pp. 712. 
Price $5.75. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1960. 


LIBIDO. By J. E. Schmidt, Ph.B.S., M.D., 
Litt. D., President The American Society of 
Grammatolators; Chairman, National Associa- 
tion on Standard Medical Vocabulary. Cloth. 
Pp. 279. Price $8.00. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


ATLAS OF ANATOMY AND SURGICAL 
APPROACHES IN ORTHOPAEDIC SURGERY, 
UPPER EXTREMITY. Volume 1. By Rodolfo 
Cosentino, M.D., Assistant Professor in Ortho- 
paedic Surgery, University of La Plata, Argen- 
tina; Research Associate, Department of Ortho- 
paedic Surgery, State University of Iowa, Iowa 
City. Cloth. Pp. 192, with illustrations. Price 
$10.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois; 
1960. 


ZABRISKIE’S OBSTETRICS FOR NURSES. 
By Elise Fitzpatrick, R.N., M.A., Assistant Pro- 
fessor of Obstetric Nursing, Frances Payne Bol- 
ton School of Nursing, Western Reserve Univer- 
sity; and Nicholson J. Eastman, M.D., Professor 
of Obstetrics, Johns Hopkins University, Obste- 
trician-in-Chief, Johns Hopkins Hospital. Ed. 
10. Cloth. Pp. 571, with illustrations. Price 
$6.00. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1960. 


WOLFF’S. DISEASES OF THE EYE. Re- 
vised by Redmond J. H. Smith, D.O. (Eng.), 
M.S. (Lond.), F.R.C.S. (Eng.), Consultant 
Ophthalmic Surgeon, St. Mary’s Hospital, Pad- 
dington General Hospital, The Royal Northern 
Hospital and The Western Ophthalmic Hospi- 
tal; Moorfields Research Fellow, The Institute 
of Ophthalmology, University of London. Ed. 
5. Cloth. Pp. 226, with illustrations. Price 
$9.50. Charles C Thomas, Publisher, 301-327 
peel Lawrence Avenue, Springfield, Illinois, 


DRUGS OF CHOICE 1960-1961. Edited by 
Walter Modell, M.D., Director, Clinical Pharma- 
cology, and Associate Professor of Pharmacology, 
Cornell University Medical College; Attending 
Physician, New York Veterans Administration 
Hospital; Associate Visiting Physician, Bellevue 
Hospital; Member, Poison Control Advisory 
Board of New York City; Member, Revision 
Committee, United States Pharmacopeia XVI; 
Editor, Clinical Pharmacology and Therapeu- 
tics. Cloth. Pp. 958. Price $13.50. C. V. Mos- 
by Company, 3207 Washington Boulevard, St. 
Louis 3, 1960. 


CHEMICAL MICROMETHODS IN CLINI- 
CAL MEDICINE. By R. H. Wilkinson, M.A., 
M.D., Assistant Chemical Pathologist, The Hos- 
pital for Sick Children, Great Ormond Street, 
London, England. Cloth. Pp. 121, with illus- 
trations. Price $5.00. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


NEW AND NONOFFICIAL DRUGS. An 
annual compilation of available information on 
drugs, including their therapeutic, prophylactic 
and diagnostic status, as evaluated by the 
Council on Drugs of the American Medical As- 


sociation. Cloth. Pp. 768. Price $3.35, J, p 
Lippincott Company, East Washington Square. 
Philadelphia 5, 1960. ‘ 


LABORATORY IDENTIFICATION of 
PATHOGENIC FUNGI SIMPLIFIED. By Eliza. 
beth L. Hazen, Ph.D., Associate Bacteriologist 
(Mycology), and Frank Curtis Reed, Labora- 
tory Illustrator and Photographer, Division of 
Laboratories and Research New York State De- 
partment of Health, Albany, New York. Ed. 2, 
Cloth. Pp. 151, with illustrations. Price $7.50, 
Charles C Thomas, Publisher, 301-327 Eas 
Lawrence Avenue, Springfield, Illinois, 1960, 


TEXTBOOK OF OTOLARYNGOLOGY. By 
David D. DeWeese, M.D., Clinical Professor of 
Otolaryngology, University of Oregon Medical 
School, Portland, Oregon; and William H. Saun. 
ders, M.D., Associate Professor of Otolaryngol- 
ogy, The Ohio State University College of 
Medicine, Columbus, Ohio. Cloth. Pp. 464, 
with illustrations. Price $8.75. C. V. Mosby 
Company, 3207 Washington Boulevard, §¢t, 
Louis 3, 1960. 


BACK PAIN. Diagnosis and Treatment Using 
Manipulative Techniques. By John McM. Men- 
nell, M.D., Special Lecturer, Department of 
Physical Medicine, Medical School, College of 
Medical Evangelists, Los Angeles, California; 
Courtesy Staff (Orthopaedics), Retreat for the 
Sick Hospital, Richmond, Virginia; Formerly 
Medical Director. and Consultant in Physical 
Medicine, Woodrow Wilson Rehabilitation Cen- 
ter, Fishersville, Virginia; and Assistant Profes- 
sor of Clinical Physical Medicine, Medical Col- 
lege of Virginia. Cloth. Pp. 226, with illus- 
trations. Price $9.50. Little, Brown and 
Cc y, 34 B Street, Boston, 1960. 


corticoid-salicylate 
compound 


| , any rheumatic“itis” calls for. & \\\ 


HOMAGENETS 


The only homogenized vitamins in solid form 


Microphotographs show the special homogenizing process* used in the manufacture of Homa- 
genets results in extremely small vitamin particles—one-hundredth the size obtained by 
ordinary processes of tablet production. 

This increases the surface exposure of each vitamin 100 times—that is why the vitamins in 
Homagenets can be completely absorbed. The practical benefits are complete utilization, 
better storage of oil-soluble vitamins, and no “fishy” eructations. Also, the taste of the vitamins 
is masked so thoroughly that Homagenets can be chewed or dissolved in the mouth like candy. 

Homagenets are available in five formulas—Pediatric, Prenatal, Geriatric, Aoral, and 
Therapeutic. 

Write for samples and literature. 


*U.S. Pat. Nos. 2676136; 2841528 THE a E. IVE ASSENGILL COMPANY 


Bristol, Tennessee ¢ NewYork « Kansas City + San Francisco 
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new 


for angina pectoris: 


Often Succeeds in Difficult Cases 
Among 48 patients‘ previously treated with 
other coronary vasodilators, ISORDIL was 
demonstrably superior in 37, equivalent in 
9, inferior in 2. 


Markedly Reduces Attacks 

Albert’ found that 92 per cent of patients re- 
sponded favorably to ISORDIL. During this 
study, anginal attacks were reduced from 
an average of 5 a day to just 1.2 a day. 


Benefits Confirmed by EKG’s 


Electrocardiographic studies by Russek? 
clearly show that ISORDIL produces a more 
favorable balance between oxygen supply 
and demand following the Master two-step 
test. 


“The most effective medication for the 
treatment of coronary insufficiency 
available today.” 

—Sherber* 
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| 
4 


is: prompt, prolonged coronary vasodilatation 


# ISORDIL acts rapidly compared with other prophylactic 

4 ra id onset agents—patients usually experience benefits within 15 

to 30 minutes. Virtually eliminates unprotected periods. 

= The beneficial effects of a single dose persist for at least 

ro on e actio 4 hours—therefore for most patients q.i.d. dosage is 
highly satisfactory. 

= Response of patients treated in various clinical studies! 

consistent ef f ect to date was 85 per cent good, 7 per cent fair, and 8 per 

cent unsatisfactory. 


The only side effect reported has been transitory, easily 


un uU SU rs | : =) afet controlled headache, normally considered an expression 
of effective pharmacodynamic activity.? 


References: 

1. Summary of Case Reports on File, lves-Cameron Company (1958-1959). 2. Riseman, J.E.F., et al.: Circu- 
ith lation 17:22 (Jan.) 1958. 3. Russek, H.!.: Personal Communication (Oct., 1959). 4. Case Reports on File, Ives- 

Cameron Company (1958-1959). 5. Albert, A.: Personal Communication (Oct., 1959). 6. Sherber, D.A.: Personal 
pe: Communication (Oct., 1959). 
in 

“ISORDIL is a new and effective agent for 

therapy of angina pectoris." 
m —Russek*® 


Isosorbide Dinitrate, lves-Cameron 


IVES-CAMERON COMPANY « New York 16, New York 


Literature and Professional Samples Available on Request 


*Trademark 
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INTERPERSONAL RELATIONSHIPS IN 
THE HOSPITAL. By Warner F. Bowers, A.B., 
B.Sc., M.D., M.Sc., Ph.D. (Surg), Diplomate 
of the American Board of Surgery; Diplomate 
of the National Board of Medical Examiners; 
Fellow and Past Governor, American College of 
Surgeons; Founder Member, Central Surgical 
Association; Membre Titulaire, Societe Interna- 
tionale de Chirurgie; Life Member, Association 
of Military Surgeons of the United States; 
Colonel, U.S. Army Medical Corps; Chief of 
Department of Surgery and Chief, General Sur- 
gery Service, Tripler U.S. Army Hospital, Hono- 
lulu, Hawaii; Formerly Chief of Department of 
Surgery and General Surgery Service at Brooke 
U.S. Army Hospital, Fort Sam Houston, Texas; 
Formerly Professor of Surgery, Graduate School, 
Baylor University; Formerly Chief Surgical Con- 
sultant of G.H.Q., Far East Command (1946- 
48) and to the Surgeon General of the Army 
(1948-52); Formerly Associate Fellow, Ameri- 
can Proctologic Society; Winner of Wellcome 
Medal and Prize in Military Surgery for 1955. 
Cloth. Pp. 125. Price $5.00. Charles C Thom- 
as, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


CLINICAL OBSTETRICS AND GYNECOL- 
OGY, Volume 2, Number 4. Cesarean Section 
Edited by Edwin J. De Costa, M.D.; Advances 
in Gynecologic Surgery Edited by S. B. Gus- 
berg, M.D. Cloth. Pp. 1228, with illustrations. 
Price $18.00 a year. Paul B. Hoeber, 49 East 
33rd Street, New York 16, 1959. 


ENCYCLOPEDIA OF MEDICAL SYN- 
DROMES. By Robert H. Durham, M.D., F.A. 
C.P., Physician-in-Charge, Division of General 
Medicine, Henry Ford Hospital, Detroit. Cloth. 
Pp. 628. Price $13.50. Paul B. Hoeber, 49 
East 33rd Street, New York 16, 1960. 


OXYGEN SUPPLY TO THE HUMAN 
FETUS. Edited by James Walker, and Alec C. 
Turnbull, University of St. Andrews, Fife. Ed. 
2. Cloth. Pp. 313, with illustrations. Price 
$10.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1960. 


CURRENT THERAPY—1960. Latest Ap- 
proved Methods of Treatment for the Practicing 
Physician. Edited by Howard F. Conn, M.D. 
Cloth. Pp. 808, with illustrations. Price $12.00. 
W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1960. 


DIAGNOSIS AND TREATMENT OF DIS- 
EASES OF THE TRACHEA AND BRONCHI. 
By Herman J. Moersch, M.D., Section of Medi- 
cine Mayo Clinic and Mayo Foundation, Roch- 
ester, Minnesota; and Howard A. Andersen, 
M.D., Section of Medicine Mayo Clinic and 
Mayo Foundation, Rochester, Minnesota. Cloth. 
Pp. 108, with illustrations. Price $4.25. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


PRINCIPLES AND METHODS OF CLINI- 
CAL CHEMISTRY. For Medical Technologists. 
By Eugene W. Rice, Ph.D., Fellow of the 
American Association of Clinical Chemists; Di- 
rector, Biochemistry Department, Presbyterian 
and Woman’s Hospitals, Pittsburgh, Pennsyl- 
vania; Assistant Professor of Biochemistry in 
Pathology, University of Pittsburgh School of 
Medicine. Cloth. Pp. 286, with illustrations. 
Price $7.00. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 
1960. 


NEW METHODS OF STUDYING GASEOUS 
EXCHANGE AND PULMONARY FUNCTION. 
By Alfred Fleisch, M.D., Prof. at L 


University, Director of the Physiological De- 
partment, Lausanne, Switzerland. Cloth. 9 
116, with illustrations. Price $5.75. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


CANCER AND ALLIED DISEASES OF IN- 
FANCY AND CHILDHOOD. Edited by Irving 
M. Ariel, M.D., Associate Professor of Clinical 
Surgery, New York Medical College; Attending 
Surgeon, Hospital for Joint Diseases; Staff Sur- 
geon, Long Island Jewish Hospital; Attending 
Surgeon, Pack Medical Group, New York, New 
York, and George T. Pack, M.D., Associate Pro- 
fessor of Clinical Surgery, Cornell University 
Medical College; Attending Surgeon, Memorial 
Center for Cancer and Allied Diseases; Attend- 
ing Surgeon, Pack Medical Group, New York, 
New York. Cloth. Pp. 605, with illustrations, 
Price $22.50. Little, Brown and Company, 34 
Beacon Street, Boston 6, 1960. 


BASIC OFFICE DERMATOLOGY. By Stuart 
Maddin, M.D., Fellow, American Academy of 
Dermatology and Syphilology; Member of the 
Medical Staff of the Vancouver General Hospi- 
tal, Vancouver, British Columbia; Julius L. 
Danto, M.D., Fellow, American Academy of 
Dermatology and Syphilology; Member of the 
Medical Staff of the Vancouver General Hospi- 
tal; Visiting Staff, St. Paul’s Hospital, Van- 
couver, British Columbia; and William D. Stew- 
art, M.D., F.R.C.P. (C), Clinical Instructor 
(Dermatology) Department of Medicine, Fac- 
ulty of Medicine, University of British Colum- 
bia; Outpatient Assistant, Department of Medi- 
cine, Subdepartment of Dermatology, Attending 
Staff, Vancouver General Hospital, Vancouver, 
British Columbia. Cloth. Pp. 308, with illus- 
trations. Price $11.75. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


$159 
PER DOZEN 
$4590 PER GROSS 


GROSS LOTS MAY BE OF 
SEVERAL TYPES 
CAT. NO. PR 7675 


609 COLLEGE ST. 


STERILE STAINLESS STEEL BLADES 


Each “Keen-Edge" blade is guaranteed sterile until its hermetically sealed aluminum foil en- 
velope is opened. Each lot of blades is bacteriologically tested and controlled in accordance 
with U. S. Pharmacopeia standards, Culture tests are conducted on each sterilizer load by an in- 
dependent laboratory. You can use "Keen-Edge" blades just as they come from the package, 
thus eliminating all blade preparation other than sterilizing the outer envelope if this is deemed 


RAZOR-SHARP—GUARANTEED STERILE! 


desirable. 
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PROCTOLOGICAL INSTRUMENTS 


CINCINNATI 2, OHIO 


Rehabilitation potential 
of the elderly* 


Leon Lewis, M.D., 

Lecturer in Medicine, 

Stanford University School of Medicine, 
Director, Respiratory and Rehabilitation Center, 
Fairmont Hospital of Alameda County, 

San Leandro, California 


If “Old age,” as Cicero said, “is the consummation of life, just 
as of a play”—then the play, for those who become disabled 
in old age, is not only tragic; it is sordid and repelling. There 
is no poetic charm in the tragedy of the feeble, deformed, in- 
continent, drooling, and silent occupants of thousands of beds 
in hospitals and nursing homes across the land. These quiet 
people and their confused and noisy fellows, some in mental 
institutions but most in county hospitals or homes for “chron- 
ics” (as they are called in the trade) are the subject of these 
inquiries: Can they be rehabilitated? Can rehabilitation prac- 
tices prevent their deterioration to the status of disspirited 
existence which is their usual lot? 


Rehabilitation of the elderly disabled, regardless of wheth- 
er the disability is from strokes, arthritis, cardiorespiratory 
disease, nutritional disorder, hip fracture, or any number of 
other causes, has a high potential for success. In more than 
five years’ experience, the small pilot program at Fairmont 
Hospital (a program which has not had an opportunity to 
grow beyond the pilot level), with its average census of only 
about 28 individuals, has demonstrated the following: 


1. During a five-year period (1954-1958, incl.), of 514 in- 
dividuals discharged from the rehabilitation ward, 273 or 53 
percent were discharged home, and 60 or 12 percent were 
discharged to rest homes. 


2. Most of those discharged home were independent, capa- 
ble of self-care, ambulatory, and acceptable in their own 
family homes or those of close relatives. 


3. During 1958, among those with strokes (representing 
about half of the admissions), approximately two out of three 
were discharged home after an average stay of only 73 days. 


Intelligent, systematic care of the elderly disabled requires: 


1. Evaluation of disability, from the following aspects: 
a. Extent and nature of disability. 
b. Relation to individual resources, physical, psychologi- 
cal, and social. 
c. Duration of disability. 
d. Prognosis. 


2. Classification, especially from standpoint of prognosis. 


3. Medical, including psychosocial services, according to 
classification, e.g. 
a. Severely ill, with short life expectancy (cancer, ure- 
mia, etc.)—humane care in a pleasant hospital setting. 
b. Acutely ill, with uncertain prognosis (heart failure, 
*Reprinted from California's Health, Feb. 1960. Presented at 1959 An- 


nual Meeting of the Western Gerontological Society. Reprinted by per- 
mission from Maturity, September 30, 1959, issue. 
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new and forthcoming 


LIPPINCOTT BOOKS 


1. COSMETIC SURGERY: Principles and Practice 
Samuel Fomon, M.D. 651 Pages, 608 Illustrations. NEW, 
1960. $27.50. 


2. TYPICAL GYNECOLOGIC OPERATIONS 
Siegfried Tapfer, M.D. 81 Pages, 168 Illustrations. First 
English Edition, 1960. $9.00. 


3. METAL-BINDING IN MEDICINE 
Marvin J. Seven, M.D. (Editor). 400 Pages, 130 Illustra- 
tions, NEW, 1960. $13.75. 


4. AMERICAN DRUG INDEX 1960 
Charles O. Wilson, Ph.D., and Tony Everett Jones, Ph.D. 
712 Pages. NEW, 1960. $5.75. 


5. NEW AND NONOFFICIAL DRUGS 1960 
Council on Drugs of the A.M.A. 742 Pages. NEW, 1960. 
$3.35. 


6. OCULAR VERTICAL DEVIATIONS AND THE TREATMENT 
OF NYSTAGMUS 
J. Ringland Anderson, M.D. 189 Pages, 60 Illustrations. 
1959. $8.50. 


1. EMOTIONAL FORCES IN THE FAMILY 
Samuel Liebman, M.D. (Editor) 157 Pages. 1959. $5.00. 


8. STRESS AND CELLULAR FUNCTION 
H. Laborit et al. 255 Pages, 61 Illustrations. 1959. $7.50. 


9. CLINICAL ORTHOPAEDICS SERIES 
Vol. 15 "The Hand, Part 2." Vol. 16 "The Foot" (Ready 
Soon). Issued three times a year. Single copies $7.50. 
Annual subscription $18.00. 


10. ROENTGENOLOGIC DIAGNOSIS IN OPHTHALMOLOGY 
Edward Hartmann, M.D., and Evelyn Gilles, M.D. 375 
Pages, 497 Illustrations. 1959. $15.00. 


if. MANUAL OF SKIN DISEASES 
Gordon C. Sauer, M.D. 269 Pages, 151 IHustrations and 
28 Color Plates. 1959. $9.75. 


12. THE PREPARATION OF MEDICAL LITERATURE 
Louise Montgomery Cross, M.A. 451 Pages, 80 Illustra- 
‘tions. 1959. $10.00. 


13. LEXICON OPHTHALMOLOGICUM 
217 Pages. 1959. $9.00. 


_ 14, ESSENTIAL PRINCIPLES OF PATHOLOGY 
John W. Landells, M.A., M.B., M.R.C.P., F.Z.S. 278 Pages, 
16 IHustrations. 1959. $5.00. 


15. PRINCIPLES OF DISABILITY EVALUATION 
Wilmer Cauthorn Smith, M.D. 210 Pages, 2 Illustrations. 
1959. $7.00. 


16. ORTHOPAEDICS: Principles and Their Application 
Samuel L, Turek, M.D. 906 Pages, 600 Illustrations includ- 
ing 53 Plates in Color. 1959. $22.50. 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pennsylvania 


Please send me the books the numbers of which are 
circled below: 
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1. Sphincter of 
Boyden 

2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Sphincter 
Muscles in 
Normal 
Relaxation 


hydrocholeretic — spasmolytic 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.id. after 
meals. Cholan HMB — dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.i.d. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 


Malte Maltbie Laboratories Division * Wallace & Tiernan Inc. « Belleville 9, N. J. 


PCN-8!1 
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to help control 


progressive disorders 


of aging... 


mineral-vitamin-hormone supplement 


KAPSEALS® 


begins at 40 


Taken during the middle years, ELDEC 
Kapseals help forestall nutritional and hor- 
monal deficiencies that contribute to the 
troublesome disorders of aging. ELDEC 
Kapseals provide comprehensive physiologic 
supplementation...aid in maintaining meta- 
bolic efficiency. At a time when normal func- 
tion is declining, ELDEC Kapseals help lay a 
firm foundation for good health and vitality 
in the later years. 


2 
PARKE, DAVIS & COMPANY “ y - 
Detroit 32, Michigan = 
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emphysema, postoperative, etc. )—intensive care with constant 
alertness to the use of rehabilitative techniques. 

c. Severely disabled, with good prognosis—immediate 
comprehensive rehabilitative care. 


4. Restorative services—dentures, hearing aids, braces, oth. 
er aids and prostheses. 


5. Social services. 
a. Discharge planning. 
b. Discharge—with help of available community re. 
sources. 
c. Follow-up, including arrangements for medical care. 


6. Home and community services. 


In the elderly, even more than in the young, the basic 
principle of early preventive care is all-important. During 
hospitalization the use of footboards to prevent toe and foot 
deformity, splints or sandbags to prevent rotation or con- 
tractures of extremities, frequent change of position and range 
of motion exercise to protect skin and preserve joints—all of 
these physical devices and methods must be used from the 
start. Nursing must be understanding, supportive, stimulat- 
ing, and self-care should be encouraged except when there 
is a medical contraindication—which is rare. 


No time should be lost between the first signs of improve- 
ment and increase of activity. The proper management of 
the elderly (to drive this point home) may seem to be un- 
reasonable, even unkind. But in competent hands, a standing 
program—possibly using a tilt table at first—and an early 
incline or stair climbing program is not only safe, it is the 
key to rapid convalescence. It must be emphasized that the 
elderly deteriorate fast. Perhaps this is normal in senescence 
and the precursor of death. But nowadays we are skillful in 
preventing death, even though the way we exercise our skill 
frequently leads to a vegetative existence worse than death. 


Activity and preventive physical medicine must be accom- 
panied by stimulation of interest and maintenance of dignity 
in an atmosphere which is also rehabilitative. The image 
built up over the years must be preserved by encouraging 
normal clothing, freedom to meet with others at meal time, 
opportunities for recreation and creative activity. Drugs and 
medical procedures, catheters and bedpans, all the essential 
but vastly overused paraphernalia of the hospital must be re- 
lied upon as little as, possible and discarded as soon as 
possible. 


These simple and common sense measures are the keys to 
rehabilitation of the elderly. It hardly seems possible that 
they require special emphasis, and many persons outside of 
medical and other health professions may assume that such 
practices as rational classification and appropriate care. are 
the common practice. Actually, the care of the elderly dis- 
abled is irrational, inadequate and grossly damaging—to the 
body and the spirit—in the great majority of hospitals, nurs- 
ing homes, and rest homes in this progressive, technologically 
advanced, and affluent culture. 


Possibly the backlog of deformed and deteriorated who 
have occupied hospital beds for the past 20 to 30 years can 
be attributed to ignorance and misunderstanding in the past. 
But this cannot be the explanation for what prevails today, 
when—with few exceptions—institutions continue to place 
newly admitted disabled people wherever there is an available 
bed, when nursing is delegated to the least skilled and the 
poorest supervised personnel and where medical care is either 
negligible in quantity or relegated to the transient, overbur- 
dened intern who cannot possibly supervise long-term care. 


» In short, the elderly disabled can be rehabilitated. Much 
of their disability can be avoided. This no longer needs to be 
demonstrated. What must be investigated and remedied is 
the disinterest of the health professions, the continuing social 
malpractices of governmental agencies—in social welfare, 
health and institutions, and the apathy of a poorly informed 
people who tolerate the present deplorable situation of the 
aged, especially of the elderly disabled. 
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Changes of address and 


new locations 


Abbondante, Richard, from Detroit, Mich., to Parkview 
Hospital, 1920 Parkwood Ave., Toledo 2, Ohio 

Adam, David B., from 3060 Fletcher Drive, to 3056 Fletcher 
Drive, Los Angeles 65, Calif. 

Alexander, Ted C., from 906 Grant St., to 3153 Seymour 
Highway, Box 1926, Wichita Falls, Texas 

Andrews, Edward L., from Cleveland, Ohio, to 5667 Turney 
Road, Garfield Heights 25, Ohio 

Applegate, William E., from Box 63, to Box 305, Battle 
Ground, Ind. 

Arneman, Dana P., from Struthers, Ohio, to 1151 Mansell 
Drive, Youngstown 5, Ohio 

Ashland, Elbert W., from 460 Staten Ave., to 400 40th St., 
Oakland 9, Calif. 

Attarian, Archie B., from Fowlerville, Mich., to Lakeview 
General Hospital, 80 N. 20th St., Battle Creek, Mich. 


Barker, Michael Anthony, from Dearborn, Mich., to Garden 
City-Ridgewood Hospitals, 30548 Ford Road, Garden 
City, Mich. 

Barnard, John W., Sr., from Philadelphia, Pa., to 217 Scott- 
dale Road, Lansdowne, Pa. 

Beach, Raymond L., from Bear Valley Emergency Hospital, 
to ao Bear Medical Clinic, Box 540, Big Bear Lake, 
Calif. 

Bell, Edwin I., Jr., from Macon, Mo., to 30 Huntington Ave., 
Boston 16, Mass. 

Betterman, Mark S., from South Bend, Ind., to Bay View 
Hospital, 23200 Lake Road, Bay Village, Ohio 

Brady, Walter E., from 1595 N. “E” St., to 443 Eighth 
San Bernardino, Calif. 

Brentlinger, William W., from 128 Air Depot Blvd., to 412 
Air Depot Blvd., Midwest City, Okla. 

Brinkerhoff, V. W., from Toledo, Ohio, to 1289 Lake Shore 
Drive, Clermont, Fla. 

Browne, G. Robert, from 460 Staten Ave., to 400 40th St., 
Oakland 9, Calif. 

Bryan, George E., from 810}; Main St., to 1208 Main St., 
Duncan, Okla. 

Bueno, Jesse R., from 2128 E. First St., to 1946 E. First 
St., Los Angeles 33, Calif. 

Burke, John T., from Walnut St., to Chestnut St., Stoneboro, 


ra. 
Buselmeier, Rudolph E., from Inglewood, Calif., to 4410 
30th St., San Diego 16, Calif. 


Castle, William G., from Corpus Christi, Texas, to 121 Good- 
night St., Aransas Pass, Texas 

Catalano, Peter A., from Detroit, Mich., to Parkview Hos- 
pital, 1920 Parkwood Ave., Toledo 2, Ohio 

Chaby, Beryl J., from Fairview Park, Ohio, to 180 North 
Ave., Park Ridge, N. J. 

Colton, Merrill, from 5411 S. Central Ave., to 4163% Leimert 
Blvd., Los Angeles 8, Calif. 

Cooksley, Fred B., from 201 Hawthorne Ave., to 2445 Can- 
talier St., North Sacramento 15, Calif. 

Couch, Richard M., from 2621 Duncan Drive, to 14148 
Josephine Road, Largo, Fla. 

Craig, Carl E., from a. W. V., to 303 W. McCarty 
a: Jefferson City, Mo. 

Crawford, Malcolm from 1027 Bridge Blvd., S. W., to 
1220 Goff Blvd., S. W., Albuquerque, N. Mex. 

Cunningham, Cecil G., from 6904 Bellefontaine Ave., to 1027 
E. Ninth St., Kansas City 6, Mo. 
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for happy, 


healthy retirement years 


ELDEC 


comprehensive physiologic supplement 


KAPSEALS® 


begins at 40 


Physiologic Prophylaxis 
¢ 10 important vitamins plus minerals to help 
maintain cellular function and correct 
deficiencies 
¢ protein improvement factors to help compen- 
sate for unwise choice of food 
* digestive enzymes to aid in offsetting decreased 
natural production 
* steroids to stimulate metabolism and prevent or 
help correct protein depletion states 
Packaging: ELDEC Kapseals are available in bottles of 100 
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are so dogs have 


1 


REDISOL,is so kids appetites 


Redisol (Cyanocobalamin, crystalline vitamin Biz) often stimulates children’s appetites with consequent weight gain 
Tiny Redisol Tablets (25, 50, 100, 250 mcg.) dissolve instantly in the mouth, on food or in liquids. 

Also available: cherry-flavored Redisol Elixir (5 mcg. per 5-cc. teaspoonful); Redisol Injectable, 
cyanocobalamin injection USP (30 and 100 meg. per cc., 10-ce. vials and 1000 mcg. per ce. in 1, 5 and 10-ce. vials). 


Drawings reproduced from “A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


mQo MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


REDISOL IS A TRADEMARK OF MERCK 4 CO., INC, 
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Daniel, Delmar J., from Burbank, Calif., to 3762 Wright- 
wood Drive, North Hollywood, Calif. 

Del Giudice, Joseph, from Los Angeles, Calif., to 9522 
Orangewood Ave., Garden Grove, Calif. 

Dickerson, William H., from Pontiac, Mich., to 18820 Wood- 
ward Ave., Detroit 3, Mich. 

Dresser, Harold E., from 725 Sixth Ave., to 615 Fleming 
Bldg., Des Moines 9, Iowa 

Dugas, Jean E., from Elk Grove, Calif., to 3601 Bainbridge 
Drive, North Highlands, Calif. 


Eakle, Hoy E., from St. Albans, W. Va., to Summersville, 
W. Va. 

Eckert, Richard R., from 4248 Pearl Road, to 5386 State 
Road, Cleveland 34, Ohio 

Elliot, Chester F., from Syossett, N. Y., to 558 Old Country 
Road, Plainview, L. I., N. Y. 

Evans, Stanley, from 56 E. Second St., to 5 Richmond Ave., 
London, Ohio 


Farmer, Frank Chatfield, from Hollywood, Calif., to 4210 
Woodman Ave., Sherman Oaks, Calif. 

Fern, D. E., from Frederick, Colo., to 329 Denver Ave., 
Fort Lupton, Colo. 

Fife, Marlin A., from 2883 Meade Ave., to 2307 Meade 
Ave., San Diego 16, Calif. 

Foster, O. P., from 16816 Turk Drive, to 14821 E. Oak 
Canyon Drive, La Puente, Calif. 

Franklin, James E., from 4705 Franklin Blvd., to 2183 Florin 
Road, Sacramento 22, Calif. 

Franta, William K., from Chicago, IIl., to 5147 W. Cermak 
Road, Cicero 50, Ill. 

Fujioka, Elaine L., from 353 N. Mednik Ave., to 605 N. 
Mednik Ave., Los Angeles 22, Calif. 

Fujioka, Tad, from 353 N. Mednik Ave., to 605 N. Mednik 
Ave., Los Angeles 22, Calif. 


Gams, Helen K., from Houston, Texas, to 83 N. Serven St., 
Pearl River, N. Y. 

Gibson, Everett W., from 101 W. Ajo Way, to 2550 E. 
Fort Lowell Road, Tucson, Ariz. 

Gladstone, Marvin M., from~1361 Koopman’s Way, to 9317 
E. Whittier Blvd., Whittier, Calif. 

Gomoll, Eldon Lee, from 2525 W. Jefferson Ave., to 2142 
West Road, Trenton, Mich. 

Gonzalez, Julian J., from 2001 E. First St., to 2128 E. First 
St., Los Angeles 33, Calif. 

Graves, Rupert E., Jr., from 4003 Park Blvd., to 4002 Park 
Blvd., San Diego 3, Calif. 

Guerra, Richard, from Montebello, Calif., to 2128 E. First 
St., Los Angeles 33, Calif. 


Hampton, Donald V., II, from Route 1, Chillicothe Road, 
to 990b Chillicothe Road, Chesterland, Ohio 

Hanna, Lawton M., from U. S. 24 at K 15, to 602 Craw- 
ford, Clay Center, Kans. 

Hartsock, John L., from 801% Francis St., to 1314 Buchanan 
Ave., St. Joseph, Mo. 

Hawes, John R., from 4352 Orange Ave., to 4002 Park Blvd., 
San Diego 3, Calif. 

Heller, Richard E., from Dallastown, Pa., to Jacobus, Pa. 

Higgins, Charles B., from 323 Breier Bldg., to 517 Breier 
Bldg., Lewiston, Idaho 

Hirsh, Lewis William, from Elkins Park, Pa., to 90 Blue 
Spruce Lane, Levittown, Pa. 

Hohn, Gerald J., from Dallas, Texas, to 722 Sixth Ave., Des 
Moines 9, Iowa 

Hole, William N., from Southgate, Mich., to 17032 Fort St., 
Wyandotte, Mich. 

Holmes, Richard John, from 428 E. Olive Ave., to 212B E. 
Providencia, Burbank, Calif. 

Houghan, Forbes R., from Dearborn, Mich., to 24480 Has- 
kell St., Taylor, Mich. 

Hoyt, Bernard S., from Kirksville, Mo., to Mercer Osteopathic 

Clinic, W. Butler at Maple Sts., Mercer, Pa. 
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zation and routine electrocardiography. When 
used with pertinent transducers, these new 
Recorders provide simultaneous indication 
and recording of EK 
and other physiological phenomena. Avail- 
able in Photographic Recording and Direct 
Writing Models. 


CAMBRIDGE 


CARDIAC DIAGNOSTIC INSTRUMENTS 


ASSURE THE DOCTOR OF 


Accepted Records, Fundamental Accuracy. 
ependability, Minimum Maintenance Expense. 


“VERSA-SCRIBE" The Versatile 
Electrocardiograph 
A completely new portable instrument 
with performance and versatility not of- 
fered by any other direct-writing electro- 
cardiograph. Size 54"x10%"x17", weight 
20 Ibs. 


Universall 
Lifetime 


Multi-Channel Recorders 
For physiological research, cardiac catheteri- 


Gs, EEGs, stethograms 


Dye-Dilution Curve Recorder 


Records changes of concentration of a 
dye injected at selected sites in the venous 
circulation. Determines cardiac output; 
detects and locates cardiac shunts. 


Operating Room Cardioscope 
Provides continuous observation of the 
Electrocardiogram, _electroencephalogram 
and heart-rate during surgery. Warns of 
approaching cardiac stand-still. Explosion- 
proof. This cardioscope is a “must” for 
the modern Operating Room. 


"Simpli-Scribe" Direct Writer 
Electrocardiograph 
Provides the Cardiologist, Clinic or Hos- 
pital with a portable direct writing Elec- 
trocardiograph of utmost usefulness and 
accuracy. Size 1034” x 103%” x 11”; weight 
28 pounds, complete with all accessories. 


Audio-Visual Heart Sound Recorder 
Enables simultaneous hearing, seeing and 
recording heart sounds. Recording may 
be made on magnetic discs for play-back 
and viewing at any time. 


Pulmonary Function Tester 

A completely integrated, easy-to-use in- 
strument for the determination of such 
functions as Functional Residual Capac- 
ity, Tidal Volume, Vital Capacity, Total 
Lung Capacity, Total Breathing Capacity, 
Basal Metabolic Rate, etc. 

CAMBRIDGE ALSO MAKES EDUCATIONAL CARDIO- 
SCOPES, PLETHYSMOGRAPHS, ELECTROKYMO- 
GRAPHS, RESEARC ETERS, HUXLEY ULTRA 


H pH M 
MICROTOMES, POCKET DOSIMETERS AND LINDE- 
MANN-RYERSON ELECTROMETERS. 


Send for Descriptive Literature 


CAMBRIDGE INSTRUMENT CO., INC. 
3732 Grand Central Terminal, New York, N. Y. 
Cleveland 2, Ohio, 8419 Lake Avenue 
Detroit 2, Mich.—7410 Woodward Avenue 
Oak Park, I11.—6605 West North Avenue 
Jenkintown, Pa.—479 @ld York Road 
Silver Spring, Md.—933 Gist Avenue 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 
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IMPOTENCE 


GLUKOR contains 200 i.u. of HCG (human chorionic 
gonadotropin) per 1 cc. This hormone has a potent 
androgenic effect by stimulation of the leydig cells in 
the interstitial tissue of the testicles. 1 


GLUKOR is fortified for greater androgenic effect in 
cases of hypogonadal impotence by addition of two 


synergists, thiamine hydrochloride and L (+) glutamic 
acid.2- 3 


The average dosage is 1 cc. intramuscularly twice a 
week for one month, continuing as required to main- 
tain the androgenic level. 


GLUKOR 


FORTIFIED CHORIONIC GONADOTROPIN 
REFERENCES: 


1. Drill’s Pharmacology in Medicine, 2nd ed 1958 
2. Gould, W. L., Impotence, M. Times 84:302, 1956. 


3. Mi 
> Heterosexual vs. homosexual hormones, Tri-State M. J. 


esearch 


upplies PINE STATION, ALBANY, N. Y. 


Kindly send me: 
Lit. on GLUKOR 
Lit. on GLUTEST—companion item for Frigidity in women 
Samples GLUTEST (oral) ; 


Huey, Pearl S., from Oakland, Calif., to Box 3126 
ward, Calif. 

=~. Keith L., from 521 J Ave., to 1038% Sixth St., Nevada 

owa : 


Jackman, Norman, from Los Angeles, Calif., to 478 Fairidge 
Terrace, Teaneck, N. J. 

Jones, Floyd C., from Detroit, Mich., to 215 Highland Ave 
Highland Park 3, Mich. : 

Jorgensen, Thorleif V., from Grand Rapids 5, Mich., to 

Fairview, Mich. 


Kahler, Derald R., from Hominy, Okla., to 13 W. Dakin 
Ave., Kissimmee, Fla. 

Kalman, Richard I., from 20510 Fenkell Ave., to 23405 
Plymouth Road, Detroit 39, Mich. 

Keagy, Marvin M., from Atlantic Ave. & Parkway Blvd., to 
801 Parkway Blvd., York, Pa. 

Kling, Quentin P., from 1805 Main St., to 1818 Harrison 
St., Davenport, Iowa 

Korljan, Ralph G., from 658 W. Seventh St., to 926 S. Pacific 
Ave., San Pedro, Calif. 

Kosinski, Thaddeus J., from 5858 Pelham Road, to 17409 

W. Outer Drive, Dearborn, Mich. 


Lesonsky, Seymour, from 111 N. Placentia Ave., to 1211-B §S, 
Western Ave., Anaheim, Calif. 

Levitt, Jack, from Highland Park, Mich., to 21725 Stratford 
Court, Oak Park 37, Mich. 

Lewis, W., Jr., from Box 76, to Box 188, Leesburg, 
Ind. 

Lewis, Philip H., from 800 Tyson Ave., to 5040 Chestnut 
St., Philadelphia 39, Pa. 

Lindsay, Owen W., from Pasadena, Calif., to 405 S. San 
Gabriel Blvd., San Gabriel, Calif. 

Linville, Alfred E., from Kansas City, Mo., to B-1, Lake 
Lotawana, Lee’s Summit, Mo. 

Lippman, Mervin R., from 9118 E. 50 Highway to 9140 E. 
50 Highway, Kansas City 33, Mo. 

LoBello, Salvatore E., from Brooklyn, N. Y., to 995 Littleton 
Road, Parsippany, N. J. 

Loken, Amold B., from Englewood, Colo., to 1441 Littleton 
Blvd., Littleton, Colo. 

Lyons, James T., from 1308 Holland Ave., to 1704 Avenue K, 
Galena Park, Texas 


MacKenzie, D. Clyde, from Sandusky, Mich., to Art Centre 
Hospital, 5435 Woodward Ave., Detroit 2, Mich. 

Martin, Frank H., from 1419 Broadway, to 508 16th St., 
Oakland 12, Calif. 

Mason, Palmer H., Jr., from 218 Security Bldg., to 7 N. 
Park St., Sapulpa, Okla. 

McKewon, Claude Richard, from Tulsa, Okla., to Box 126, 
Shidler, Okla. 

Meachum, Floyd T., from 2920 Richton Ave., to 4228 Liver- 
nois Ave., Detroit 10, Mich. 

Meyer, Harold D., from 1303 W. 20th St., to 1615 Pierce 
St., Sioux City 4, Iowa 

Migden, William, from 903 N. Federal Highway, to Ninth 
Ave. Clinic, 1038A N. W. Ninth Ave., Fort Lauderdale, 
Fla. 

Miya, Frank S., from Bell, Calif., to 13422 Inglewood Ave., 
Hawthorne, Calif. 

Montague, William C., from 324 Indiana Bank Bldg., to 
712 E. Blackford Ave., Evansville 13, Ind. 

Moor, John W., from Harbor City, Calif., to 16411 Thorson 
Ave., Compton, Calif. 

Mooring, Wyndham W., from Redondo Beach, Calif., to 
25200 Loytan St., Torrance, Calif. 

Morris, Donald Lee, from 302 W. Orange Grove Ave., to 
1204 N. Park Ave., Pomona, Calif. 

Mullins, H. L., from 214 Security Bldg., to 7 N. Park St., 
Sapulpa, Okla. 

Murray, Kenneth E., from 2800 Devonshire Ave., to 1414 

S. Pennsylvania Ave., Lansing 10, Mich. 


Z, 
~ 
A-222 


In response to physician demand 
more Esidrix has been added to 


SERPASIL- ESIDRIX 


potentiated antihypertensive now available in 2 strengths 


To meet the needs of patients who require greater diuretic-antihypertensive 
activity, Serpasil-Esidrix is now made available in a combination tablet containing 
50 mg. Esidrix and 0.1 mg. Serpasil. This tablet, Serpasil-Esidrix #2, will help you 
contro! high blood pressure in more patients. With Serpasil-Esidrix #2, you can 
expect a quick response: blood pressure usually begins to drop during the first 
few days of therapy. Excess fluid is also rapidly eliminated. And you give patients 
the additional benefits of Serpasil: control of tachycardia and relief of anxiety. 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 


SERPA 


2/2798 MK 
SERPASIL® (reserpine cisa) / ESIDRIX® (hydrochlorothiazide ciBa) 
SERPASIL®-ESIDRIX® (reserpine and hydrochlorothiazide 
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When summoned to the home of the patient, the physician found him on the floop 
in a paroxysm of pain due to an acute attack of renal colic spasm. Two injec. 
tions of meperidine given at close intervals failed to provide relief, Approxj. 
mately three hours later the patient (who had been hospitalized) was given 
an injection of "MUREL." In five minutes the spasm was completely controlled 


Case history based on Medical Records, Ayerst Laboratories 


NOW 
YOU 
CAN 


RESCRIBE 


Sustained Action Tablets 


in G.I. G.U. and BILIARY eSLASM HOWEVER SEVERE 


4 

1] 

| 


© floop 

injec. 
>Proxi. 
Ziven 
"Olled, 


st Laboratories 


IN G.U. and BILIARY SPASM 
HOWEVER SEVERE 


Medical reports'* confirm the broad clinical 
ysefulness and unusual freedom from side ef- 
fects of ‘““MUREL,” based on its selective spas- 
molytic properties, effectiveness in low dosage, 
and rapid detoxification and excretion. 
"MUREL” is a triple-acting, synergistic spas- 
molytic — anticholinergic, musculotropic, 
ganglion-blocking— providing optimal control 
of smooth muscle spasm. ““MUREL” is also valu- 
able as an adjunct in peptic ulcer therapy. 


NOW YOU CAN PRESCRIBE 


Sustained Action Tablets 


FOR PROMPT, CONTINUOUS AND PRO- 
LONGED ANTISPASMODIC ACTION FOR 
6TO 9 HOURS WITH A SINGLE TABLET 


- 


“MUREL”-S.A. Sustained Action Tablets No. 315 — 
4) mg. Valethamate bromide. 1 tablet b.i.d. 

“MUREL” with Phenobarb-S.A. Sustained Action 
Tablets No. 319 — 40 mg. Valethamate bromide and % gr. 
phenobarbital, present as the sodium salt. 1 tablet b.i.d. 


also available 


“MUREL”’ Tablets No. 314—10 mg. Valethamate bromide. 1 or 
2 tablets q.i.d. 

“MUREL”’ with Phenobarbital Tablets No. 318—10 mg. 
Valethamate bromide and % gr. phenobarbital. 1 or 2 tablets q.i.d. 
“MUREL”’ Injectable No. 405 — 10 mg. Valethamate bromide 
per cc. 1 to 2 cc. I.V. or I.M. every 4 to 6 hours up to a maximum 
of 60 mg. in 24 hour period. Maintenance: Orally. 

The higher dosages of “MUREL” are recommended in early therapy 
and in G.U. and biliary tract spasm. 


1. Peiser, U.: Med. Klin. 50:1479 (Sept. 2) 1955. 2. Berndt, R.: Arzneimittel- 


Forsch. §:711 (Dec.) 1955. 3. Rostalski, M.: Zentralb!. Gynak. 78:1153 (July 21) 
1956. 4. Holbrook, A. A.: Am. Pract. & Digest Treat. 10:842 (May) 1959. 


AYERST LABORATORIES 


New York 16, N. Y. ° Montreal, Canada 


6001 


Nagy, Carl, from 2525 W. Jefferson Ave. ,to 2142 West 
Road, Trenton, Mich. 


O’Brien, Kenneth R., from 604 Helm Bldg., to 1240 N. Van 
Ness Ave., Fresno 4, Calif. 

O'Connor, John a from 3069 Hughes Road, to 1414 S. 
Pennsylvania Ave., Lansing 10, Mich. 

Origlio, Samuel V., from 5904 E. Colfax Ave., to 5900 E. 

Colfax Ave., Denver 20, Colo. 


Pardo, Angelo, from North Kansas City, Mo., to 4949 Swope 
Parkway, Kansas City 30, Mo. 

Paroly, Ronald S., from 24245 S. Seven Mile Road, to De- 
troit Osteopathic Hospital, 12523 Third Ave., Detroit 
3, Mich. 

Patterson, Russell J., from St. Petersburg, Fla., to 10681 
Gulf Blvd., Treasure Island, Fla. 

Pechacek, John, from Detroit, Mich., to 32500 Mound Road, 
Warren, Mich. 

Peters, Roger A., from 460 Staten Ave., to 1624 Franklin 
St., Oakland 12, Calif. 

Phillips, E. L., Jr., from 1000 Montgomery St., to 8311 
Highway 80, W., Fort Worth 16, Texas 

Pochik, Frank R., from Monroe, Mich., to 12118 Dix-Toledo, 
Southgate, Mich. 

Pritchard, Murray T., from 509 Pennsylvania, to 913 W. Main 
St., West Plains, Mo. 


Randolph, Homer E., from 2128 E. First St., to 1946 E. 
First St., Los Angeles 33, Calif. 

Renner, M. Bruce, from 231 Paris, S. E., to Grand Rapids 
Osteopathic Hospital, 1919 Boston St., S. E., Grand 
Rapids 6, Mich. 

Roberts, Peter B., from 8090 Clinton River Road, to 44122 
Van Dyke, Utica, Mich. 

Rose, Virgil J., from 230 S. Crown Hill Road, to 117 W. 
Market St., Orrville, Ohio 

Rusnaczyk, Leo A., from Cleveland, — to 35510 Vine 
St., Eastlake, Ohio 


Sanders, Ben J., from 970 N. Serrano Ave., to 5716 La 
Mirada Ave., Hollywood 38, Calif. 

Schlepphorst, Jodie A., from Fredericktown, Mo., to 437 
Clark St., Canton, Mo. 

Scott, William, from Media, Pa., to 114 W. Third Ave., 
Columbus 1, Ohio 

Sherman, Richard J., from 7106 Park Ave., to 7740 Allen 
Road, Allen Park, Mich. 

Smith, Elwood Q., from 6829 Tampa Ave., to 18701 Sher- 
man Way, Reseda, Calif. 

Smith, G. Abbott, from 217 E. Chapman Ave., to 531 E. 
Chapman Ave., Orange, Calif. 

Snyder, James F., from 2573 Woodson Road, to 9409 W. 
Milton Ave., St. Louis 14, Mo. 

Souders, B. J., from Olton, Texas, to 4224 Boston, Lubbock, . 
Texas 

Stuart, Ralph W., from 4531 N. Frankfort Place, to 724 
S. Jackson Ave., Tulsa 7, Okla. 


Taylor, Lawrence H., from Amsterdam-W, Netherlands, to 
646 W. San Bernardino Road, Covina, Calif. 

Turner, Donald M., from Birmingham, Mich., to 24030 W. 
Ten Mile Road, Southfield, Mich. 


Varrelman, Roderick M., from Canyonville, Ore., to Floriani 
Gasse F-10, Vienna, VIII, Austria 


Walton, William J., from Chicago Heights, Ill., to 3014 
Chicago Road, South Chicago Heights, Ill. 

Warhola, Michael J., from 5239 S. Dale Mabry Highway, 
to 4306 El Prado Blvd.«Tampa 9, Fla. 

Watson, R. W. R., from 4, Sydenham Terrace, to 7, Beech- 
field Road, Gosforth, Newcastle-on-Tyne, 3, England 

Weinberg, Herbert, from Philadelphia, Pa., to 563 Benson 
St., Camden 3, N. J. 
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Scalp Dermatoses, 
especially 
Psoriasis* 


LIQ 


Weiner, Samuel A., from North Hollywood, Calif., to 15033 
E. Alondra Blvd., La Mirada, Calif. 

Wescott, Thomas P., from Box 95, to Box 38, Holden, Mo. 

White, Gerald T., from 2316 Norwood Court, to 2142 West 
Road, Trenton, Mich. 

White, Glenn D., from Chester Pa., to 2201 Marsh Road 
Arden, Wilmington 3, Del. ; 

Wilcher, Charles F., Jr., from 75 N. Dixie Drive, to 15 
Ranchview Drive, Vandalia, Ohio 

Wilkins, Frederick M., from Bay Village, Ohio, to Sandusky 
Memorial Hospital, 2020 Hayes, Sandusky, Ohio 

Wohlschlaeger, George D., from Florissant, Mo., to 6433 W. 
Florissant Ave., St. Louis 20, Mo. 

Woo, Francis J., from 4116 E. Compton Blvd., to 2212 E, 
Compten Blvd., Compton, Calif. 


(phenylic acid 

and sodium chlo- 

ride in paraffin oil buf- 

fered to pH 5.5, approxi- 
mately that of normal skin 


Applications for membership 


tissue.) CALIFORNIA 


NON-IRRITATING 
NON-SENSITIZING 


Controls: lesions rapidly . . reduces ery- 
thema and scaling... . relieves itching. 
Does not stain . . . leaves no odor... 
is easily washed out with water. 
*Sulzberger, M. B. and Obadia, J., Arch. Derm., 
73:373 (April) 1956 
Goldberg, L. C., and Barnett, S. B., Antibiotic Med. 
& Clin. Therapy, 4:594 (Oct.) 1957 


Vickers, M. A., J. Maine Med. Assoc., 45:332 (Dec.) 
1954 


Stocked by leading wholesalers. 


CHESTER A. BAKER LABORATORIES, Inc. 
Boston 15, Mass., U.S.A. 


Please send sample to: 


Humphrey, Jerome C., (Renewal) 210 Iris Ave., Corona Del 
Mar 

Lee, Virginia, (Renewal) 7079 Hollywood Blvd., Hollywood 
28 


Hagerman, W. Robert, (Renewal) 304 W. Orange Grove Ave., 
Pomona 


OHIO 
Radcliffe, Frances G., (Renewal) 262 Vine St., N. E., Warren 


PENNSYLVANIA 

Corbett, Lawrence E., (Renewal) 907 E. Main St., Clarion 

Hedson, Lee DeB., (Renewal) 1861 Dresher Road, Cornwells 
Heights 

Blumberg, Robert B., (Renewal) 1721 Spruce St., Philadel- 
phia 3 

Ginsburg, Abraham, (Renewal) 3105 W. Diamond St., Phila- 
delphia 21 

Waddel, Harold C., (Renewal) Box 208, Schwenksville 


TEXAS 
Norwood, Robert W., (Renewal) Norwood Clinic, 515 N. W. 
First Ave., Mineral Wells 
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Abbott Laboratories, A-48, 49, 85, 86 

American Meat Institute, A-72 

American Osteopathic Assn., A-151, 
156, 190, 191, 194, 195, 196 

Ames Co., Inc., A-21 

Armour Pharmaceutical Co., A-56 

Ayerst Laboratories, A-175, 185, 186, 
187, 188, 224, 225 


A., Laboratories, Inc., 


Bard-Parker Co., Inc., A-133 

Baxter, Don, Inc., A-149, 150 

Becton, Dickinson & Co., A-146 

Birtcher Corp., A-171 

Borcherdt Co., A-227 

Breon, George A., & Co., A-197 

Bristol Laboratories Inc., A-9, 98, 99, 
100, 101, 202, 203 

Bristol-Myers Co., Cover 2 

Burdick Corp., A-162 

Burroughs Wellcome & Co. (U.S.A.) 
Inc., A-51 

Burton, Parsons & Company, A-166 


Cambridge Instrument Co., Inc., A-221 

Chatham Pharmaceuticals, Inc., A-163 

Chloraseptic, The, Company, A-157 

Ciba Pharmaceutical Products Inc., 
Cover 4, A-82, 223 

Colwell Co., A-201 

mare Tinsley Laboratories, Inc., 


DePuy Mfg. Co., Inc., A-169 
Desitin Chemical Co., A-138 
Doho Chemical Corp., A-26 
Dome Chemicals Inc., A-22 


Eaton Laboratories, A-29, 108, 134, 206 
Endo Laboratories, A-116 


Fellows Testagar Co., Inc., A-201 
Fleet, C. B., Co., Inc., A-87 


Geigy Pharmaceuticals, A-55 
Gerber Products Co., A-77 


Holland-Rantos Co., Inc., A-106 
Hoyt Pharmaceutical Corp., A-173 


Irwin, Neisler & Co., A-10, 11, 178, 179 
Ives-Cameron Company, A-212, 213 


Kinney & Co., Inc., A-147 
Kremers-Urban Co., A-164 


Lakeside Laboratories, Inc., A-76 

Lea & Febiger, A-207 

Lederle Laboratories, A-60, 84, 88, 89, 
151, 156, 169, 204 

Leeming, Thos., & Co., Inc., A-135 

Lilly, Eli, & Co., A-132 

Lippincott, J. B., Co., A-215 


Maltbie Labs. Div., (Wallace & Tier- 
nan Inc.), A-120, 216, 217 

Massengill, S. E., Co., A-211 

— Laboratories, Inc., A-144, 155, 

Mead Johnson & Co., A-83, 189 

Medicone Company, A-184 
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Merck Sharp & ‘Dohme, A-18, 19, 24, 
25, 74, 75, 78, 92, 93, 112, 113, 117, 148, 
153, 180, 181, 220 

Merrell, The Wm. S., Company, A-32, 


33 
Mosby, The C. V., Co., A-137 
Mulford Colloid Laboratories, A-23 


National Drug Co., A-41 
— Osteopathic Foundation, The, 
A-1 


OTC Div., Surgical Appliances Indus- 
tries, Inc., A-36 

Obetrol Pharmaceutical Div., (Rexar 
Pharmacal Corp.), A-62 

Organon, Inc., A-15, 67 


Ortho Pharmaceutical Corp., A-28, 174 

Parke, Davis & Co., A-183, 218, 219 

Pelton & Crane Co., A-152 

Pfizer Laboratories, A-12, 13, 57, 61, 
63, 110, 115, 136, 228 

Pitman-Moore Co., A-122 

Purdue Frederick, The, Company, A-79 


Research Supplies, A-222 
~~ Laboratories, Inc., Cover 3, A-8, 


Robins, A. H., Co., Inc., A-139, 140, 199 

Roche Laboratories, A-118, 119, 121 

Roerig, J. B., & Co., Inc., A-20, 68, 69, 
160, 161, 208 

Rorer, William H., Inc., A-145 

Roussel Corp., A-170 


Sandoz Pharmaceuticals, A-31, 38, 39 

Saunders, W. B., Co., A-4 

SchenLabs Pharmaceuticals, Inc,, A-159 

Schering Corp., A-3, 42, 43, 50, 81, 94, 
130, 210 

Schmid, Julius, Inc., A-34, 35, 71, 80 

Searle, G. D., & Co., A-5 

Sherman Laboratories, A-177 

Shield Laboratories, A-176 

Smith-Dorsey, A-126, 127, 172, 205 

Smith Kline & French Labs., A-37, 45, 
64, 65, 111, 192, 193, 200 
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FOR 
GERIATRIC 


CONSTIPATION 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 


It’s available in two forms, liquid 
and powder, but most adults pre- 
fer the mild tasting powder. It 
dissolves instantly in milk, water 
or juices. It promotes aciduric 
flora in the lower bowel which 
helps restore normal function. 
Long term treatment produces no 
side effects. Diabetic patients 
should allow for 60 calories for 
each tablespoonful. 
Hootnick(!) reports, “Stools be- 
came soft in all patients and, 
within one week, bowel evacua- 
tions were accomplished with 
ease. Most patients liked the 
taste of the product, and the ma- 
jority of them reported a feeling 
of well-being.” 
Cass and Frederik (?) also found 
that “Malt Soup Extract produced 
soft, easily evacuated stools with- 
out any side effects in constipated 
elderly patients.” 
Marshall (3) found it “a simple 
but highly effective treatment for 
chronic constipation in patients 
of all ages.” 
Dose: 2 tablespoonfuls twice a 
day. Available, om and pow- 
der, 8 ounce and 16 ounce bottles, 
at pharmacies. 
Send for clinical samples 

(1) Hootnick, H. L.: dnl. Amer. Ger. Soc., 
4:1021-1030, 1956. (2) Cass, L. J. and 
Frederik, W. S.: dnl. Lancet, 73:414-416, 
1953. (3) Marshall,W.: So. Dak. J. Med. & 
Pharm. 8:151-153, 1955. 

Borcherdt Company 
217 North Wolcott Avenue, Chicago 12, Ill. 


In Canada: Chemo-Drug Co., Ltd., 
Toronto, Ontario. 


Borcherdt Company GP 

217 N. Wolcott Ave., Chicago 12, Ill. 

Gentlemen: Please send samples and litera- 

ture of your Malt Soup Extract (Maltsupex) 
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brand of nialamide 


the mood brightener 


Ye ; in studies here and abroad, Niamid has proved 
strikingly effective and well tolerated 


NIAMID treats the underlying cause of many depressive syn- 
dromes occurring alone or complicating a physical disorder. 
This effect probably is achieved by restoring neurohormone 


balance. NIAMID acts gradually, gently, without rapid jarring 
of physical or mental processes. 


Supplied as 25 and 100 mg. scored tablets, 


A Professional Information Booklet is available on request from the Medical Department, 
Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, New York. 
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In Asthmatic Attacks... 
AMPLE AIR IMMEDIATELY 


automatically measured-dose aerosol medications 


e Ready and in use in 5 seconds 
under any circumstance. 


e Travels with the patient 
anywhere...Can be 
concealed in the hand... 
Can be carried in vest 
pocket or purse. | 


e Dose is metered and 
medication is propelled 
automatically with single- 
stroke finger pressure. 
200 doses per vial. 


Prescribe either of two bronchodilators: 
isoproterenol or epinephrine 


Medihaler-ISO"* 


Isoproterenol sulfate, 2.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.06 mg. isoproterenol. 


Medihaler-EPI** 


Epinephrine bitartrate, 7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured 

dose contains 0.15 mg. epinephrine. 

within seconds after inhalation... 
medications premicronized to 


ssures fastest 


*First Rx: vial of medication with oral adapter 
Repeat Rx: can specify refill vial only 
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‘not bitter 


is the tasteless 
cough controller 


The problem of taste, which can be a 

_ hindrance to effective cough therapy, 
simply does not exist with Tessalon perles. 
There is no gagging, no refusal, no delay- 
ing, no “cheating”— because Tessalon 
perles provide medication enclosed in 
tasteless gelatin spheres. 

Tessalon, a nonnarcotic, is 21/2 times as 
effective as codeine.* Tessalon acts both 
at the sensory receptors in the chest and 
the cough centers of the medulla. Further- 
more, it controls cough frequency with- 
out interfering with productivity or ex- 
pectoration; sputum is usually thinner, 
easier to raise. Tessalon acts within 15 or 
20 minutes, controls cough for 3 to 8 
hours. There are no major side effects. 
Whether for acute or chronic cough, 
whether for short- or long-term therapy, 
Tessalon has a remarkable margin of 
safety. Perles insure built-in, precise dosage 
—no sugar or sodium to interfere with 
diet, no problem of nausea. Tessalon 
perles are easy to swallow, easy to carry 
in pocket or purse. 


suppiiep: Tessalon Perles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Perles (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 
Ampuls, 1 ml. (5 mg.); cartons of 5. 
*Shane, S. J., Krzyski, T. K., and 
Copp, S. E.: Canad. M.A.J. 77:600 [Gn] BA 
(Sept. 15) 1957. SUMMIT, N. J. 
TESSALON® (benzonatate CIBA) 
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